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THE STUDY 


In December 1959, Governor Edmund G. Brown formed the Governor’s Committee on 
the Study of Medical Aid and Health, naming as Chairman, Doctor Roger O. Egeberg 
of Los Angeles. The Governor charged the Committee to: 


1. Study broadly the health needs of citizens; 

2. Investigate present provision for, and the cost of, health services; 
3. Outline a long-range health program and its support; 
4 


. Recommend immediate and specific action to assure a high standard of medical 
and health care for all Californians. 


During February and March 1960, the Committee organized task forces to study four 
major elements of health services—organization, financing, facilities and personnel. Each 
task force included some Committee members and others who provided advice on the 
basis of their specialized knowledge and experience. However, the Committee assumes _ 
responsibility for the content of this report, recognizing that in places it does not entirely 
reflect the views of task force members. 


In June, the Chairman of the Committee appointed four subcommittees, each composed 
of four or five Committee members, to study particularly: prevention of illness, diagnosis 
and treatment, rehabilitation and population groups with special health problems. 


The six departmental consultants who served as advisors to the Committee and the task 
forces were responsible for developing certain of the materials included in the report. 
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EDMUND G. BROWN 
Governor 


December 30, 1960 


The Honorable Edmund G. Broun 
Governor of California 
Sacramento, California 


Dear Governor Broun: 


In response to your request of ten months ago, the following report represents 
the tenacious and conscientious effort of your Committee to set forth and interpret the 
facts concerning the health and health services of the people of California, and to make 
recommendations for improving them. 


If 1t is not presumptuous, I would like to express admiration for your choice of 
Committee members. These nineteen men and women represent the varied interests and points 
of view of the people of California which are especially pertinent to health. Their indi- 
vidual philosophies were oriented to the broad health problems of the day. They sought 
factual information and worked hard at putting that information to use. 


Those persons who served on the task forces appointed to advise the Committee 
gave generously of their time and energy. Though sometimes frustrated by lack of oppor— 
tunity to participate in the decisions of the Committee, their counsel was highly valuable. 


The interest and perseverance of departmental consultants assigned by you greatly 
assisted us. TI should like also to express my gratitude to the staff assembled to carry on 
the continuing work of fact finding, writing, rewriting and meeting deadlines. 


The Committee has felt that your directive made 1t necessary to examine all fac-— 
tors associated with health. They have looked at the ideal, at what may some day evolve, 
but have sought to make recommendations that are practical and possible to achieve in the 
next decade and a half — many of them within a year or two. Fifteen years may well be a 
far look ahead for the conservative, and it may seem only a stumbling step to the social 
idealist. But it can be a step long enough to represent real progress. 


We hope this report may be the foundation for the continuing evaluation of 
methods of keeping our population well and of caring for the sick. This has been our aim. 


Respectfully submitted 


) Co 


Roger 0. Egeberg, M. 
Cha1 rman 
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Chapter 1 
INTRODUCTION 


The evolution of the healing arts has been much like the history of mankind 
itself—slow development, rapid change, reversals and setbacks, and long stagnant 
periods. About 400 B.C., Hippocrates introduced the scientific spirit into Greek 
medicine and enunciated the medical ethics that have come down through the 
ages. But over the next four centuries medicine left little mark on history and 
another thousand vears passed before Arabian medicine once again advanced 
the healing arts. During the Middle Ages medicine was at a low ebb and the 
“doctor's” prestige had declined, his usefulness valued between that of the 
cobbler and the washerman. Modern scientific medicine began in 1609 with 
Harvey’s proof that blood circulated. 


At the turn of the 20th Century, the “horse and buggy doctor”, aware of 
how limited his medical resources were to cure the physical ills of man, gave 
spiritual support and love to his patients. He became, and still is, the ideal of 
what a healer should be. 


The role of the physician changed, however, as the structure of society and 
the practice of medicine became more complex, particularly in the past thirty 
years, when more drugs and medical procedures were developed than in the 
entire period from the beginning of history to 1930. While patients still want 
their doctor to be a family friend and counselor, the davs are gone when a doctor 
alone can give his patient all the care he needs; the doctor’s time and skill and 
experience are no longer enough by themselves. He must routinely use labora- 
tories, X-ray, hospitals, numerous drugs, the special competences of other doctors 
and allied health personnel. This dispersal of medical responsibility has tended 
to diffuse the personal physician-family relationship. 

The use of ancillary services has so increased the cost of medical care that 
the physician’s fee has become an ever smaller part of the patient’s medical 
bill. Although doctors continue to donate their skills to the indigent, they need 
the help of the laboratory, X-ray, hospital, drugs and other health workers. The 
expense of these makes it impossible for him to bear all the cost of caring for 
the indigent as was possible when he could care for them simply by giving his 
time and skill and experience. 


It may be relatively inexpensive to discover a procedure or a drug; developing 
it is more expensive, but the great cost lies in achieving its practical application 
to the population as a whole. For example, most “strokes” and “heart attacks” 
are due to clotting of blood in blood vessels. The cost of discovering that spoiled 
alfalfa prevented normal blood clotting was small, as was the cost of isolating 
and making its active principle available to patients. But the repeated tests neces- 
sary to determine proper dosage for the hundreds of thousands of patients 
receiving this treatment each year cost tens of millions of dollars. 


Children previously doomed to a few years of invalidism before an early 
death now can live normal lives because of new techniques in cardiac surgery— 
but again at huge cost. Hundreds of further examples could be cited, such as 
the complex chemical procedures necessary in assessing the need for certain 
hormones. 


With the vast increase in medical knowledge has come the need for specializa- 
tion and subspecialization. Training for the various specialties continues medical 
education for an average of four years beyond medical school. The average 
specialist now goes into practice at the age of 31 after his residency training. 
At the beginning of the century, the average physician could start practice at 
the age of 21, right out of medical school. 
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The problems presented by the rapidly expanding amount of information, tech- 
niques and procedures related to health; the increasing population; the rising 
medical costs; the difficulties of meeting health manpower needs; the necessity 
for new equipment, new hospitals and other institutions; the desire to provide 
medical and surgical care for older men and women; and the need to raise the 
standards of care for seasonal agricultural labor, require planning if there is to be 
adequate supply, adequate service and appropriate distribution of health services. 


These health services involve a great number and variety of people, buildings 
and equipment. To insure the proper kind of care at the proper time for every- 
one, health service organizations must work together on common problems to 
reach community goals. Coordination of health services can be achieved and ~ 
duplication of services reduced only through planning. Continuing attention 
is necessary if we are to keep pace with technological progress and make the 
best use of available resources—people, money, buildings, equipment. 


In the past 30 years, the concept of planning to many people has come to mean 
centralized power, strong governmental control and Federal interference in 
local affairs. The Committee wishes to stress a different meaning of planning. 
The recommendations, on the whole, are aimed at decentralization. Planning 
should involve more voluntary cooperation at the community level, where 
desire to help the aged, the indigent sick and the crippled is often born. 


The Committee is confident that, presented with the facts properly developed, 
people will come to the right decisions. Armed with knowledge, they will reject 
arbitrary authority. 


The Committee feels that all factors associated with health—physical environ- 
ment, active prevention of illness, diagnosis and treatment of the sick, rehabili- 
tation to as great a usefulness as is possible—are, in essence, a unity, no part of 
which can be neglected. 


Chapter 2 
POPULATION AND THE HEALTH OF CALIFORNIANS 


In the mid-1930’s two of the country’s most dis- 
tinguished demographers forecast California’s 1960 
population at about 8 million. But the 1960 Census 
counted 15.7 million persons in the State. The number 
of California residents has increased more than seven- 
fold since 1900 while that of the United States has 
barely doubled. In every decade since 1900, Cali- 
fornia’s population has grown about three times as fast 
as that of the counrty as a whole.(1) 

The story of California’s population is by now well- 
known. Over the next 15 years, people will continue 
to pour into the State; California is one of the few 
large areas of the world that adds more to its popula- 
tion through migration than through natural increase. 
Between 1950 and 1960, migration accounted for 
almost two-thirds of its population increase.(2) 

Most Californians are city people and almost three- 
fourths of them live in or near San Francisco, Los 
Angeles and San Diego. As is true of the country gen- 
erally, the urban population is drifting away from the 
large cities to outlying—and new—neighborhoods. Thus 
the central cities are losing population. The effect of 
this city-to-suburb movement is far-reaching and car- 
ries many implications for health planning. 

New facilities, such as hospitals, must be built to 
serve the increasing population in the suburbs, while 

facilities and services already developed in the central 
cities must be adjusted to changing demographic pat- 
terns. 

The services, both new and expanded, that a com- 
munity needs because of population growth, are re- 
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lated not only to numbers of people but to the nature 
of the population. For example, young families make 
up a significant proportion of those moving to the 
suburbs. A continuing influx of families with young 
children calls for different kinds of community services 
from those which would be needed if the new popula- 
tion were elderly and retired. Young families want 
preventive services such as immunization and medical 
checkups to keep their children healthy. Thus the 
suburbs need many pediatricians. 

The drift of population from the cities to the sub- 
urbs poses problems for the cities, too. The proportion 
of older people rises as young families move away 
from established neighborhoods. The aged tend to live 
on limited incomes, to have a higher incidence of 
chronic diseases, and to require supportive community 
services. Medical facilities in old neighborhoods de- 


teriorate and must be renovated at great cost. Hospitals 


must adapt themselves to changing health needs which 
reflect the changing characteristics of the neighbor- 
hood. In addition, the cities must meet the growing 
need for varied medical services for care of the chron- 
ically ill. 

Higher education and income levels bring increased 
demands for health services. California has one of the 
highest educational levels of any state—an average of 
11.6 school years for those 25 years and over, as 
against 9.3 years in the country as a whole.(3) In 1950, 
more than 8 percent of California’s adults were col- 
lege graduates, while the national average was 6 per- 
Cent (les) 


— 100% 


— 15% 
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California’s high level of education partly reflects 
the relatively voung age of its adult population. The 
State has a slightly higher proportion of residents be- 
tween the ages of 15 and 44 than the country as a 
whole—42 percent as compared with 40 percent.(2,4) 
This reflects the migration of younger people coming 
to work in the State’s growing industries. 

Related in part to the youthfulness of its population 
and its relatively lengthy schooling, is the fact that 
California has a high per capita income. In 1957, per 
capita personal income averaged $2,543 as compared 
with $2,043 for the nation. Higher figures are found 
in only three states—Connecticut, Delaware and New 
York.(5) 


MORTALITY RATES 


A basic measure of success in meeting health prob- 
lems is a downward trend in death rates. As measured 
by mortality rates, the health of California generally 
is good. Infant, maternal and total death rates are 
lower in the State than in the country as a whole. 

Most of the decrease in mortality rates, which medi- 
cal and public health workers have helped to bring 
about, has occurred in the vounger age groups. The 
decrease in infant mortality, the virtual conquest of 
many infectious diseases, and improved general health 
have lengthened life, so that more people are living 
now to the age when chronic disease takes its toll. All 
the medical and public health efforts in the United 
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States in recent decades have had little effect on death 
rates of persons over 45 years of age. Prevention and 
control of chronic diseases and the problems of aging 
assume more and more importance in planning for 
health. 

There are other special problems which must be 
considered. Members of some groups die younger, on 
the average, than others in the population. For ex- 
ample, the mortality rate for 1949-1951 among non- 


white children under 5 vears of age was 50 percent 


higher than among white youngsters. For the age 
group 25-44, the mortality rate among nonwhites ex- 
ceeded that of the white population by 63 percent. (6) 
There are also differences in mortality rates among 
married, single, widowed and divorced people. Mar- 
ried people have lower death rates than nonmarried 
people.(7) Similarly, those of lower economic status 
have poorer chances for a long life than do those in 
more favorable circumstances. 


NATURE AND EXTENT OF ILLNESS 


Those planning health and medical services need 
morbidity data (information about illnesses, accidents, 
impairments) as well as information about deaths. Such 
morbidity data have been supplied by a Statewide 
health survey in California, beginning in 1954-1955. 
The survey excludes persons in institutions. 

The survey shows that, on the average, each Cali- 
fornian experiences about three episodes of acute illness 
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TOTAL AND INFANT DEATHS 
California and United States, 1920-1958 
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each year. About half of these are due to respiratory 
diseases and about one-fourth are due to accidents. 
The disabling illnesses amounted to roughly 1.3 epi- 
sodes for each person each year. 


During the first year of the survey, about half of all 
Californians reported having at least one chronic con- 
dition. The proportion of people having a chronic 
condition sharply increased with age so that more than 
three-quarters of the persons 65 years old and over 
reported such conditions. Those interviewed were 
asked to indicate their opinion as to the degree their 
activities were limited by the reported conditions. The 
older the person, the more likely he was to be limited. 
After age 75, more than half considered themselves 
limited in their activities. Almost a third of these aged 
people living outside institutions stated that because of 
chronic conditions they could not get around without 
help or could not carry on their usual activities. (8,9) 

Both mortality and morbidity data indicate that the 
persons who migrate to the State are about as healthy 
as persons who have lived their entire lives in Cali- 
fornia. There is no evidence that the State particularly 
attracts people who are in poor health. 
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CALIFORNIA MUST PLAN 
FOR ITS HEALTH NEEDS 


The objective of medical care is to reduce the effects 
of illness and their social consequences. Sick people are 
often unable to work. Long illnesses frequently force 
them to depend on public assistance. Community serv- 
ices designed to keep people healthy or to restore them 
to health can do much to mitigate the effects of illness 
and its economic ravages. The proportion of the popu- 
lation unable to work because of illness may be taken 
as an index of health needs. The 1954-1955 California 
Health Survey disclosed 2.5 percent of the noninstitu- 
tional population over 15 years of age unable to work 
because of long-term illness. About half of these per- 
sons were under 62 years of age.(8) 

The State is faced with the problem of developing 
health and community service programs where these 
do not exist, and to plan them for a population that 
will almost double in the next 15 years. California 
will need many more hospitals, community services 
and health workers than it has now. How well it plans 
for meeting these needs in the years ahead will greatly 
affect the health, happiness and welfare of its citizens. 
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Chapter 3 
ORGANIZATION AND DISTRIBUTION OF HEALTH SERVICES 


The Problem ) 


Recent changes in medical practice have been so 
extensive, proliferation of services so rapid, new health 
specialties so numerous, and the costs of all this so 
_ great that health service today has become virtually a 
new field; organization of its services has lagged behind 
its scientific progress. Those needing health care are 
confronted by an uncoordinated multiplicity of pro- 
fessions, services, agencies and institutions. 

The personal services’ provided by California’s 
physicians and hospitals should be consistently di- 
rected toward treatment of disease and promotion of 
health and readily available to all. To achieve co- 
ordinated health services, many issues of organization 
must be met. 

Although the use of health services is increasing and 
the demand for care will continue to rise with popu- 
lation growth, rising income and educational levels, 
urbanization and other social and economic forces, 
California faces a shortage of health personnel to meet 
this increased demand. 

Problems arising from manpower shortages are in- 
tensified by faulty geographic distribution of person- 
nel, facilities and services which are duplicated in some 
places and lacking in others. Essential community 


The Committee recommends that: 


1. Health services be planned on a regional basis 
in the following manner: 


a. The State establish a permanent State 
Health Council and supporting regional 
health councils to develop long-range plans 
to coordinate and expand health services on 
a regional basis. The councils should be 
composed one-half of professional health 
persons and one-half of public members and 
be provided with full-time staff. The pro- 
posed State Health Council shouid eventu- 
ally assume the functions of the present State 
Advisory Hospital Council. 


b. In view of the urgent need to develop a co- 
ordinated hospital system, legislation to 
establish regional advisory councils shouid 


health needs such as rehabilitation, organized home 
care, preventive services, mental health programs and 
nursing homes are not being met. 

Federal, State, and local governments have devel- 
oped a series of largely unrelated health services to 
meet the special problems or needs of particular 
groups. Government agencies offer a patchwork of 
overlapping and piecemeal programs. These govern- 
ment agencies should assume the responsibility for 
pulling together the diverse elements. 

Three-fourths of all health care monies are provided 
through private, voluntary channels which both dupli- 
cate and leave gaps in service. In this sphere, govern- 
ment now exerts only indirect influences; but the 
degree to which governments will have to assume a 
larger future role in medical and health services de- 
pends mainly upon the effectiveness with which non- 
governmental activities meet the new needs of our 
time. 

Improved organization of services would permit the 
public to derive more complete benefit from the re- 
markable advances of medicine. The current rapid 
expansion of facilities and services makes it urgent 
that Californians plan now for more intelligent use 
of health resources. 


be enacted immediately, as a first step to- 
ward regional planning of general health 
services. (Such legislation is recommended in 
the chapter on Hospitals of this report.) 


c. The State be empowered to deny and re- 
voke licenses of hospitals and related in- 
stitutions when advised by the State Health 
Council that such institutions have failed to 
comply with regional plans. This section 
should become operative only if the legis- 
lation proposed in the Hospitals chapter 
does not result in compliance with regional 
hospital planning. 


2. Associations and agencies concerned with med- 
ical care encourage and support further de- 
velopment of forms of organization which offer 


HEALTH CARE FOR CALIFORNIA 


potential for more effective medical care, in- 
cluding group practice; and that there be no 
sanctions, official or unofficial, directed against 
physicians because of participation in group 
practice. 


. Subject to requirements for accreditation or ap- 
proval for teaching purposes, physicians and 
other professional personnel for hospital staffs 
and public agencies be selected on the basis 
of professional competence, without regard to 
race, creed, political affiliation, or economic 
considerations. 


. The State and counties, in the development of 
their health programs, follow these organiza- 
tional principles: 


a. Standards established by the State. 


b. Administration of health services (with the 
exception of certain types of highly special- 
ized institutions) at the county or multi- 
county level, when State standards are 
maintained. 


c. Financing shared by State and local gov- 
ernments for those costs not met by federal 


funds. 


d. Coordination and integration of health serv- 
ices through “one door”, i.e., a single local 
agency where services may be obtained or 
from which persons may be referred for ap- 
propriate care. 


5. The State: 


a. Federate administration of its health and 
welfare programs in a health and welfare 
agency as proposed in the November 1959 
report of the Governor's Committee on the 
Reorganization of the State Government, 
and include in this agency the health service 
aspects of vocational rehabilitation. 


b. Establish a council representing the fields of 
Social Welfare, Public Health, and Mental 
Health, appropriate professional groups, 
and the public to act in an advisory capacity 
to the administrator of the State Health and 
Welfare Agency. 


6. The State Department of Public Health collect 


and analyze data necessary for development 
of standards in governmental and nongovern- 
mental health services, appraise continuously 
the quality of care they provide, and period- 
ically report findings to the public. 


. The counties establish in their public health de- 


partments: 


a. A medical information and referral service 
with an inventory of private and public 
health resources. 


b. A local health data service responsible for 
receiving and consolidating information 
necessary for the coordination of all health 
services available locally. 
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THE NEED FOR BETTER ORGANIZATION 


For the first time in history, health care has come to 
be considered a basic social right. A century or more 
ago, medical attention made little difference; doctors 
were virtually helpless against the agents that maimed 
and killed. Today’s physicians have realized the age- 
old dream of those who practice the healing arts— 
they can prevent disease, cure it and in many instances 
repair its ravages. Because of the benefits, both actual 
and potential, that modern health services offer, they 
have become matters of great public concern. Today, 
the public at large expects the enormously complex 
technology of the healing arts to be readily available. 

The dilemma of modern medicine is that its un- 
wieldy organization impedes its effective application. 
The operation of health services has become vastly 
complicated and expensive. Servicing the nation’s 
health is no longer a simple matter of doctors treating 
sick people. The responsibility for preserving and 
maintaining health includes concern with the purity 
of the air we breathe and the water we drink and 
the effect of the chemicals sprayed on or added to the 
food we eat, education of the public in personal health 
practices, application of technical skills in the preven- 
tion of disease, diagnosis, treatment and rehabilitation, 
training of specialized personnel, expansion of facili- 
ties, and the research and organization of services nec- 
essary to make all this possible. 

Wide disparities in health resources exist. Certain 
regions are relatively well supplied; others—particu- 
larly in rural areas—lack essential services. 

While the problem of providing adequate medical 
care is nationwide, California’s stake in the problem 


is especially great. At a time when the entire country 
faces serious manpower shortages in all health occu- 
pations, California’s fast-growing population will need 
more of all the professional services important to the 
health of its citizens. In little more than a decade the 
State will be the most heavily populated, with an 
estimated ten percent of the country’s total popula- 
tion. 


The demand for health services will grow for many 
reasons. Rising income levels and the spread of pre- 
payment enable more people to afford better care. 
Rising levels of education create greater awareness of 
the value of medical care. New health education pro- 
grams reinforce public concern with matters of per- 
sonal health. The achievement of medical science in- 
creases the importance of health care as the successful 
treatment of a growing number of diseases and condi- 
tions becomes possible. 


California should adopt a systematic approach to- 
ward solving the problem of organization and distri- 
bution of medical care in order to avoid being pres- 
sured by events into piecemeal solutions. Recent 
demands for improved quality of health care, better 
medical care for the aged, more comprehensive pre- 
paid health coverage, and the establishment of special 
treatment programs are all indications of the need 
to plan for the best use of health resources. It is essen- 
tial that the State, in cooperation with the health 
professions and health agencies, systematically and 
critically review what is being done to assure to the 
people health care of adequate quality and quantity. 


THE PROBLEMS OF ORGANIZATION 


To illustrate how the advances in medicine bring 
about a need for improved organization, let us suppose 
the patient to be a child who suffers from a severe 
congenital heart defect. Just a few years ago he might 
have died at an early age. But today his life can be 
saved because great numbers of highly trained people, 
using complicated and expensive equipment, are avail- 
able and organized to carry appropriate surgery 
through to a successful conclusion. One break in this 
organizational chain could cost this child’s life. 

Because of the enormous expense involved (many 
thousands of dollars) and the complex combination 
of skills which can only be mustered in a large medi- 
cal center, open heart surgery requires the resources 
of a large city for its support. Duplication of this type 
of surgery unit is wasteful—of scarce personnel, costly 
equipment and expensive hospital space. But heart 
surgery services should be accessible to every one in 
the population who needs them. 

The example just given illustrates what can be done 
when knowledge, skill and technology are efficiently 
organized and put to use for the benefit of the patient. 


But modern medicine is not always efficiently organ- 
ized. 

The individual who needs medical care is often 
confronted by a bewildering multiplicity of people, 
services, agencies and institutions. He may recently 
have come to California and may not have a personal 
physician who knows him and whom he trusts. Fre- 
quently the patient tries to diagnose his own condition 
so that he can choose the appropriate service without 
wasting time and money; he may try to decide what 
kind of specialist or other type of practitioner he needs 
to treat his particular set of symptoms. But how does 
he know when he should go to an ophthalmologist or 
an optometrist, to an orthopedist or a podiatrist, to a 
psychiatrist or a psychologist, to a physiatrist or a 
physical therapist? 

Depending upon his needs and a variety of other cir- 
cumstances, he may have to go to many different 
places. He may get his poliomyelitis vaccine inocula- 
tions from a local health department, his physical 
examination from his private physician or a clinic, his 
diagnosis and treatment in a doctor’s office, veterans 
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hospital, community or county hospital. If he needs 
rehabilitation he may have to deal with many different 
agencies and facilities. The patient’s particular needs 
might be served by a single visit to a physician’s office 
or they might require an efficiently organized health 
service system. In any case the patient should have 
easy access to appropriate care. 


EFFECT OF SOCIAL AND ECONOMIC 
FORCES ON MEDICAL PRACTICE 


The great differences in the way medicine is prac- 
ticed today from the way it was practiced 50 years ago 
must be viewed against the background of profound 
social, economic and demographic changes in Ameri- 
can life. Just as the family of 50 vears ago reflected 
basic social and economic forces in American society, 
so today medical practice is changing dynamically in 
response to social forces. The idealized image of the 
family physician, who cared for his patients from 
birth to the day they died is no longer tenable. The 
chances are that in California neither the patient nor 
the physician was born and raised in the State. 

The choices regarding medical care which must be 
made in a mobile, highly industrialized, often imper- 
sonal modern mass society are very different from the 
relatively simple alternatives of half a century ago. 
Good health has become a goal reachable through 
individual and community effort and not a function 
of mystical forces over which man has no control. 

In our society of abundance, it is inevitable that 
goods and services which were considered luxuries in 
the past become the necessities of tomorrow. The 
increased demand for health services is tied not only 
to medical advances, but to new ways of paying for 
them. 

How services can be better organized will be con- 
sidered under five headings: (1) availability of services, 
(2) quality of care, (3) continuity of care, (+) econ- 
omy of cost, and (5) efficiency in the use of resources. 
Good organization must take all these factors into 
consideration. For instance, extreme steps toward 
economy could work against high quality of care. Re- 
cent developments in modes of medical practice and 
regional planning of services offer encouraging evi- 
dence of what can be achieved through constructive 
approaches to the problems of organizing health 
services, 


AVAILABILITY OF SERVICES 
Health services are not actually available: 


1, When they are located too far from the people 
who need them. Inaccessibility of health serv- 
ices is particularly serious in rural areas. 


2. When there is a lag in applying new develop- 
ments in medical care. 

3. Whenever shortages of health manpower make 
it impossible to meet demand adequately. 


+. Whenever lack of financial resources prevents 
low-income and needy persons from receiving 
certain types of care. 


5. When prepayment plans which provide rea- 
sonably comprehensive coverage are too expen- 
sive for many people. Unavailabilitv of serv- 
Ices 1s as great when prepayment is too expen- 
sive as when it does not exist at all. 


6. When lack of casefinding programs reduces 
the probability of early detection of diseases 
that are curable if diagnosed soon enough but 
which unchecked can lead to disability and 
premature death. 


Organization of health services was simple in 1900 
when its basic elements were the physician, the nurse 
and the patient, and when the technology supporting 
medical practice was also simple. Today, only the 
larger communities can afford to provide for every 
conceivable innovation in medical care. Smaller com- 
munities are either denied the more expensive equip- 
ment and services or are forced to devise local ar- 
rangements for joint use or financing. Problems of 
this type are most satisfactorily approached through 
regional planning. (This is discussed at greater length 
later in this chapter.) 

The problem of inaccessibility of services in rural 
areas might be solved in part through use of mobile 
clinics. This possibility should be carefully studied and 
tested. Both Federal and State governments should 
support projects which test this approach as a means 
of strengthening civil defense and mutual-aid resources 
for coping with natural disasters. 

In addition to distance from sources of care, ob- 
stacles to adequate health care are superstitious fear 
on the part of some people, delay in seeking care, mis- 
interpretation of symptoms, and unfortunate personal 
experience which make some people reluctant to seek 
medical care. Moreover, even some health personnel 
do not know what services are available or how they 
can be used. 


QUALITY OF CARE 


An important objective of organizing health serv- 
ices is to assure a high quality of care. Quality of care 
rendered by a physician or a hospital can seldom be 
measured with exactness—even by a medical expert. 
However, there are a number of identifiable “elements 
of quality” which tend to assure good care. Profes- 
sional associations, medical specialty boards, organized 
hospital staffs and government agencies have shown 
that effective standards can be maintained. 


1, Proper Professional Qualifications. 

Diagnosis and treatment should be rendered only 
by practitioners who are qualified by knowledge, 
training and experience to perform a particular 
service. 
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2. Proper Procedures and Record Keeping. 


The most appropriate procedures should be used 
in treating a particular disease or condition, and an 
accurate record of treatment should be maintained, 
enabling others to review the procedures which 
have been followed in each case. 


3. Professional Review. 


The work of practitioners should regularly be 
reviewed by others, either by direct observation 
or by inspection of records. In this way the knowl- 
edge and experience of colleagues support and ad- 
vance the work of all. Consultations at the proper 
time, as well as appropriate referral of patients to 
specialists, are also important in assuring good care. 


4. Technical Services. 


Appropriate specialized equipment should be 
used in diagnosis and treatment. Also, the physi- 
cian should be able to call on technicians and other 
supporting health personnel to supply necessary 
specialized services. 


In many California hospitals the medical staff makes 
use of a variety of methods in working for good qual- 
ity of care, including setting of standards for appoint- 
ment of new members, delineating scope of hospital 
privileges for individual members based on their com- 
petence, and establishing procedures for consultation 
in difficult cases. Several different committees function 
within the staff to review the level of medical per- 
formance throughout the hospital. Committees check 
medical records and tissue removed in the hospital 
for the purpose of assuring that proper standards are 
maintained. Membership on such a staff helps to keep 
the physician in touch with current medical develop- 
ments, and the close contact with colleagues helps him 
maintain quality in his work. 

Other elements related to quality of care are more 
intangible but also important: the physician’s degree 
of concern for his patients and the amount of time 
he has available for each. In the years ahead, physi- 
cians will be faced with the responsibility for substan- 
tially larger numbers of patients. A proper patient- 
physician relationship is difficult to achieve when too 
many patients are backed up in the physician’s wait- 
ing room. Haste can produce a brusque manner in 
the doctor and may even cause him to resort to su- 
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perficial treatment. In such a setting, the patient can 
be discouraged from relating important personal prob- 
lems to the physician. The real cause of the patient’s 
difficulties may not be found. The preservation of 
sound patient-physician relationships during a period 
when more and more pressure will be placed on the 
doctor is a major problem of organization. 


CONTINUITY OF CARE 

Health services should include a full range of ac- 
tivities, starting with prevention, continuing through 
early detection and treatment, covering acute and con- 
valescent care, and including rehabilitation. When 
these services are not properly related, the resulting 
breaks in care can quickly undo expensive progress 
achieved in earlier phases of treatment. 

Fragmentation of care is an unintended but unfor- 
tunate by-product of medical specialization. The pa- 
tient needs a personal physician to coordinate his care 
no matter how many special consultants his physician 
may need to call upon. 

Even as the fragmentation of medical practice has 
produced one set of problems associated with con- 
tinuity of care, another challenge to effective plan- 
ning and coordination has come from the proliferation 
of specialized facilities and services such as specialized 
hospitals, nursing homes, rehabilitation centers, home 
care, homemaker services and new public health pro- 
grams. Their functions are vital to the success of mod- 
ern medical care, but their organizational relationships 
leave serious gaps in services. 

This problem stems in part from the great emphasis 
placed upon institutional care by the traditional or- 
ganization of health services. With the changing pat- 
terns of disease in California—notably the greatly in- 
creased prevalence and importance of chronic physical 
and mental illness which can be treated outside of 
institutions—many health authorities realize that there 
must be an acceijerated development of other com- 
munity services as well. 

Californians have not yet developed enough of the 
community health services which people need before 
they enter hospitals and after they leave them. These 
services include home care, nursing visits, social serv- 
ices, rehabilitation, homemaker services and outpatient 
care. For example, a patient suffering from a stroke, 
whose life has been saved by intensive hospital care, 
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can deteriorate quickly after discharge from the hos- 
pital unless he receives continuing rehabilitation ther- 
apy. A patient discharged from a mental hospital may 
relapse if he cannot have supportive treatment in the 
community. The lack of community health services 
thus leads to unnecessary and unduly prolonged 
hospitalization for those who could be served more 
effectively and more economically in their own com- 
munities. The value of these community services is 
demonstrated by several pilot programs, including an 
organized home care program at the Los Angeles 
County General Hospital. Patients who would other- 
wise have to spend long periods in the hospital are 
cared for in their homes instead. The appropriate hos- 
pital and community services are brought into the 
patients’ homes. Rehabilitation of patients discharged 
from mental hospitals can be facilitated through sup- 
porting services in the community, such as outpatient 
psychiatric care, social services, vocational placement 
and day- and night-hospitals. 


Nursing homes have generally been isolated from 
the mainstream of good medical care. They need ar- 
rangements with hospitals to bring their patients the 
benefit of professional nursing, rehabilitation and oc- 
cupational therapy. Providing this type of care is the 
only way to prevent some patients from sinking into 
the tragic and costly state of complete invalidism. 


A comprehensive health record system is essential 
to continuity of care. The chain of accurate medical 
history is often broken when the patient moves from 
private physician to public hospital; it may be broken 
even when he moves to a private hospital if his physi- 
cian is not a member of its attending staff. The person 
who moves from one city or county to another typi- 
cally leaves the record of his medical past behind him, 
though it may have an important bearing upon a con- 
tinuing or future problem. In some instances, cumula- 
tive radiation dosages being a conspicuous example, 
the lack of consistent procedures for comprehensive 
record consolidation and exchange is a real threat to 
individual health. 


Continuity of care requires both the establishment 
of comprehensive medical records and the reorganiza- 
tion of governmental services in accordance with the 
“one-door” principle recommended later in this chap- 
ter. Both of these recommendations illustrate the need 
for a close cooperative relationship between nongov- 
ernmental and governmental health operations. Re- 
gional planning offers a feasible approach to the iden- 
tification and promotion of common interests. In the 
normal routine of health service operations, govern- 
mental record centers might provide information ex- 
change and referral services for nongovernmental ae- 
tivities, with great advantage to the public interest. 


ECONOMY OF COST 


There is reason to believe that comprehensive health 
services can be made available to virtually all Cali- 


fornians by means of prepayment. Provision of service- 
type benefits by prepayment plans enables the con- 
sumer to meet his health costs in advance, through 
regular payments, secure in the knowledge that he 
will be able to afford medical care when he needs it. 


The spread of prepayment plans to larger propor- 
tions of the population depends mainly upon the pro- 
gress that is made toward achieving five separate but 
related objectives. The hope of progress lies in plan- 
ning and action by prepayment plans, medical and 
other health professions, and the consumer public— 
either separately or in combination—along the follow- 
ing lines: 


1. Gaining Wider Public Acceptance. 
Greater interest in prepayment should be devel- 


oped so that individuals and groups will be willing 
to invest more money in it. 


2. Extending Prepayment to More Employed Persons. 
There is a need for new types of health insurance 
machinery in employment situations, such as in 
seasonal agricultural labor where prepayment is not 
readily available at the present time. 


3. Extending Prepayment to the Unemployed. 
Prepayment should be brought within the reach 
of persons such as the aged and the chronically ill 
not currently employed. For people who cannot 
afford the full cost of prepayment from their own 
income, other sources of funds must be provided. 


4. Providing a Full Range of Services. 

Prepayment should include the auxiliary health 
services that people want and need—early detection 
of disease, hospital outpatient services, home care 
and nursing home care—services that in many in- 
stances reduce the total cost of care. 


5. Checking the Rise in Costs. 
The current rise in health costs must be counter- 


acted through better organization of the various 
health services and by control over excessive costs. 


Factors involved in the rising costs are discussed in 
Chapter 4 “Paying for Personal Health Services” and 
Chapter 5 “Hospitals for a Growing California”. Better 
organization of services would greatly reduce the 
amount of money that otherwise would be required 
to finance health facilities and services. 

Prepayment has profoundly affected patterns of 
medical organization, but its potential cannot be real- 
ized unless the voluntary prepayment plans can pro- 
vide more comprehensive benefits and make coverage 
available to additional segments of the population. 
Otherwise there will be a demand for greater govern- 
mental participation in assuring medical care. 
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EFFICIENCY IN USE OF RESOURCES 


The physician’s time is one of the most precious 
commodities among all of the resources involved in 
health services. Various types of subprofessional, tech- 
nical, clerical and manual assistance could relieve the 
physician of the work that can be properly performed 
by others. At every level of skill, health personnel 
should make maximum possible use of their highest 
abilities. 

Many hospital administrators believe that patients 
should be grouped according to their degree of illness 
and need for care. Convalescing patients do not need 
all of the expensive services required by the seriously 
ill. If patients are grouped according to the degree of 
care they require, both personnel and facilities can be 
used more efficiently. 

If hospital equipment and services are unnecessarily 
duplicated in a particular area, they are wasted for 
much of the time. As a matter of fact, some hospitals 
use certain of their major facilities only to a limited 
extent. Hospital services should be organized with a 
view to minimizing the overlapping of some services 
and the neglect of others in a community. 


REGIONAL PLANNING. FOR 
HEALTH SERVICES 


Leroy E. Burney, M.D., Surgeon General of the 
U.S. Public Health Service has said: 


“The facilities, services and staff of a com- 
munity health system should be organized to 
provide continuity of care at the various 
levels of service which the patient requires.” 


In California’s complex array of health services, no 
single physician or group of physicians, no one hospi- 
tal or health agency, can provide the complete range of 
health services which all the people of a community or 
region of the State may need. A few areas of the 
United States have shown that regional planning, con- 
ducted in a spirit of cooperation among the profes- 
sions, institutions, professional schools and community 
agencies can solve many of the problems in organiza- 
tion cited in this report. 

Beginning in 1936, the Bingham Associates Fund has 
conducted a program of regional cooperation among 
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the hospitals in Maine and, more recently, in western 
Massachusetts. The New England Center Hospital in 
Boston, a teaching unit of Tufts University Medical 
School, serves as the “base” hospital. Regional hos- 
pitals are designated in Maine and western Massa- 
chusetts and serve smaller outlying community hospi- 
tals. Actual patients and their more difficult laboratory 
procedures or radiologic problems are referred to the 
regional or base hospitals; in turn, physician special- 
ists and resident physicians from the base hospital visit 
and provide consultation to the regional and commu- 
nity hospitals. The rural hospitals may also obtain 
advice about general nursing, X-ray and laboratory 
work, medical records and hospital administration, as 
well as postgraduate education for medical and allied 
health personnel. (1) 

A Regional Hospital Council, established in 1945, 
covers an eleven county area surrounding Rochester, 
New York, with about thirty hospitals. The Roches- 
ter Council’s main interests have been in hospital ad- 
ministration. It provides a joint purchasing plan for 
its members and conducts a central credit and collect- 
ing service. Educational institutes are held periodically 
on topics of interest and guides have been developed 
for use of the hospitals.(1) 


REGIONAL ORGANIZATION 
OF HEALTH SERVICES 


In view of the rapid growth of California’s cities 
and suburbs and the continuing isolation of certain 
rural communities, it has become essential to coordi- 
nate health services on a regional basis. As in the case 
of organization of physicians’ services, California has 
an opportunity to pioneer in planning hospitals and 
related health facilities and services on a regional basis. 
Coordination must bring the many health professions, 
facilities and services into an effective relationship 
with the population which uses health services. 

Physicians, dentists, nurses and other professional 
health workers, hospitals and related facilities, medical 
schools, health departments, voluntary health organi- 
zations—all these and other elements in modern health 
services find it necessary to plan their activities in rela- 
tion to the total community resources. Joint purchas- 
ing of drugs and supplies, central maintenance services 
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among groups of hospitals and continuing education 
of physicians are a few examples of regional coopera- 
tive activities. No single pattern would be suitable 
for all regions of California and flexibility is desirable, 
but it is becoming increasingly apparent that regional 
planning of health services should be undertaken 
promptly. 

The regional approach enables the persons most 
concerned to participate in the decisions. It also affords 
proper recognition of the particular problems and 
resources of the area. Responsibility for planning the 
overall private and public programs for the medical 
care and health of a region should be fixed in a re- 
gional health council of persons drawn from that 
region. Every organization that plays a part in provid- 
ing health care should be represented—health profes- 
sions, health facilities, medical schools, local health 
councils, voluntary health associations and governmen- 
tal units. Half the members should represent the con- 
sumer public. 

In seeking better patterns for health services, the 
Committee believes that many different approaches 
are possible and that experimentation should be en- 
couraged. This may involve varied ways of paying 
for health services, e.g., direct payment, prepayment 
plans, government medical care programs and private 
philanthropy, and various means of providing service 
such as group practice, individual practice, hospital 
care and home care. 

Regional Health Councils should be established: 


1. To collect pertinent data and conduct studies 
which would point up any duplication and gaps 
in the provision of comprehensive health serv- 
ices for the region. 


2. To study health manpower needs for the re- 
gion. 

3. To develop a regional health plan in order to 
assure an orderly development of health serv- 
ices in the region. 


4. To promote coordination of the activities of 
the health professions, facilities and services in 
the region so that continuity of patient care at 
the several levels of service is accomplished. 


5. To make recommendations to the State Health 
Council. 

The State Health Council and its staff would have 
the responsibility for: (1) developing Statewide plans 
for comprehensive health services; (2) coordinating 
the activities of the Regional Health Councils. 

The functions of the Advisory Hospital Council 
in the State Department of Public Health would 
eventually be assumed by the State Health Council. 


The Committee recommends that health services 
be planned on a regional basis in the following 
manner: 


a. The State establish a permanent State Health 
Council and supporting regional health coun- 
cils to develop long-range plans to coordi- 
nate and expand health services on a re- 
gional basis. The councils should be com- 
posed one-half of professional health per- 
sons and one-half of public members and be 
provided with fulltime staff. The proposed 
State Health Council should eventually as- 
sume the functions of the present State Ad- 
visory Hospital Council. 


b. In view of the urgent need to develop a co- 
ordinated hospital system, legislation to 
establish regional advisory councils should 
be enacted immediately, as a first step to- 
ward regional planning of general health 
services. (Such legislation is recommended .in 
the chapter on Hospitals of this report.) 


c. The State be empowered to deny and revoke 
licenses of hospitals and related institutions 
when advised by the State Health Council 
that such institutions have failed to comply 
with regional plans. This section should be- 
come operative only if the legislation pro- 
posed in the Hospitals chapter does not re- 
sult in compliance with regional hospital 
planning. 


FORMS OF MEDICAL PRACTICE 


THE CHANGING PHYSICIAN 

Medical education, training and methods of practice 
have been greatly affected by a variety of factors, in- 
cluding specialization. The proportion of graduates 
from American medical schools in fulltime specialty 
practice has risen from 30.4 percent for the 1930 grad- 
uates to 74.1 percent for 1945 graduates.(2) In 1959, 
52 percent of all physicians in private practice in 
California were specialists. (3,4) 

Equally dramatic has been the shift in methods of 
practice. Three-fourths of the 1935 graduates practiced 
individually in 1955—but less than half of the 1945 
class of graduates did so.(2) 

The young person beginning a career in medicine 
today has different expectations from the physician 
of 50 vears ago. Not only is his education more ex- 
acting and much longer, but he has additional pres- 
sures and responsibilities. In line with the younger 
age of marriage of the general population, 60 percent 
of the 1959 graduating medical students were mar- 
ried.(5) The cost of education is high, and a majority 
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of medical students are substantially in/ debt by the 
time they graduate. Debts are further increased by 
lengthy periods of hospital training, usually at very 
modest salaries. 

During the years of his medical school and hospital 
intern and residency training, a physician works 
closely with other physicians in a setting that provides 
stimulation for professional growth. He may desire 
to maintain such an atmosphere after entering practice, 
particularly when his practice is specialized. This 
means he must have time for postgraduate training and 
time to acquaint himself with the newest developments 
in his field. Moreover, the young physician, along with 
other professional persons, is showing more interest in 
leisure time to spend with his family, vacations, and 
some measure of security against periods of illness and 
retirement. 

California physicians, particularly those who serve 
as family doctors, may have difficulty in realizing some 
of these expectations in the years ahead, when demand 
for medical care is rising and the State’s physician- 
population ratio is declining. If the demand is to be 
met, the physician’s work week will grow longer, 
unless his productivity is increased through improved 
organization of health services. 


MAJOR FORMS OF PRACTICE 

The various forms of medical practice—the organ- 
izational mechanisms by means of which physicians 
render care to patients—may be grouped under five 
major headings, each representing in a general way a 
more complex organization than the preceding form. 


1. Individual practice. 

2. Individual physicians making joint use of build- 
ings and services. 

3. Partnership practice. 

4. Group practice. 

5. Medical center or medical schooi practice. 


The simplest form of organization is represented by 
the individual practitioner who practices independently 
with little or no help from supporting personnel. The 
other organizational extreme is medical center prac- 
tice where physicians work closely with one another 
in one geographical location, fully supported by the 
widest range of allied personnel, services and equip- 
ment. 


EVALUATING THE FORMS OF PRACTICE 

The various forms of medical practice can be evalu- 
ated in relation to their capacity to provide efficiently 
and economically for certain factors or elements im- 
portant to good medical care: 

1. The extent to which physicians work together 
—through conferences, consultations and re- 
ferrals. 

2. The number of quality controls that can be 
provided—in other words, the degree to which 


the professional advantages of the hospital 
medical-staff type of organization can be 
achieved. 


3. The range of specialized services and equip- 
ment which are important to continuity of 
care and which can be offered in one location 
which is close at hand. 


4. The extent to which proper use is made of 
allied health personnel. 


A highly skilled individual practitioner can provide 
the best possible care to many of his patients without 
reference to medical resources outside his office, but 
the quality of his care is diminished when he is un- 
willing or unable to refer patients whose medical needs 
require special attention that he cannot provide. 

It is generally true that the proximity and availabil- 
itv of other physicians increases from one level of 
organization to the next. Thus, arranging for consulta- 
tion and referral with colleagues is easier for a physi- 
cian who is located in a large medical office building 
than it is for an isolated practitioner. 

A somewhat similar relationship exists in connection 
with the accessibility of specialized services and equip- 
ment. The larger the number of physicians located in 
one area who make use of the same specialized serv- 
ices and equipment, the more elaborate and extensive 
these aids can be. In the larger group practices and 
in medical centers, these services may be performed 
and the equipment operated by other persons for the 
convenience of the physician. 

The extent to which the physician is able to use 
allied health personnel is also roughly dependent upon 
the number of physicians who are located in one place 
and the closeness with which they work together. If 
a sufficient number of skilled assistants—nurses, tech- 
nicians and aides—are available to the physician, he is 
able to concentrate his time and attention on the tasks 
which only a physician can perform, leaving other 
functions to persons specifically trained for them. A 
proper division of duties can produce important bene- 
fits in cost and quality of care. In the same way, ap- 
propriate use of both administrative and clerical per- 
sonnel can free the doctor of paper work. 

The danger of bigness is its tendency to produce an 
impersonal approach. Each patient needs to have one 
physician assume the responsibility for coordinating 
his care as he moves from one specialist or service 
to another. Usually, he also wants at least one physi- 
cian to show personal interest in him as an individual, 
not just as a medical problem. This kind of attention 
has long been identified with the individual physician, 
but is in danger of being lost under the pressure of 
the increasing number of patients who must be seen 
by the average physician. Special effort is needed both 
to establish a proper patient-physician relationship in 
the larger forms of practice and also to retain it in 
individual practice. 
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GROUP PRACTICE 

In considering the existing forms of organization, 
the Committee believes that group practice constitutes 
a particularly effective form of organization, especially 
for the years ahead. This does not mean that group 
practice is necessarily superior to other forms in every 
regard, or superior in a general way at the present 
time. Certainly there is evidence of shortcomings as 
well as achievement, but group practice has demon- 
strated that it offers a positive mechanism for achiev- 
ing high quality of care, effective continuity of care, 
economy to consumers and efficient use of facilities, 
services and personnel. 


five times as many physicians practicing fulltime in 
group practice. 

There have been instances in California, some very 
recent, where sanctions have been imposed on prepay- 
ment group-practice physicians by other members of 
the profession even though organized medicine has of- 
ficially endorsed group practice.(6) Also, hospital 
staff appointments have been withheld from group 
practice physicians. 

Physicians engaged in group practice must be per- 
mitted to function in the medical community to the 
extent that is justified by their individual competence. 
Restrictions other than those related to professional 
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There is a definite trend toward development of the 
more complex types of medical-practice organization, 
including group practice. Group practice coupled 
with prepayment may become the predominant means 
of providing medical care in the future. These highly 
important trends toward greater degrees of organi- 
zation should be directed in such a way that effective 
care will result. The leadership and guidance of the 
medical profession are needed to assure achievement 
of this goal. 


There are four times as many medical groups in 
California in 1960 as there were in 1946, and almost 


ability are contrary to the public interest and work 
against high quality of medical care. 

The Committee recommends that associations 
and agencies concerned with medical care en- 
courage and support further development of forms 
of organization which offer potential for more ef- 
fective medical care, including group practice, and 
that there be no sanctions, official or unofficial, di- 
rected against physicians because of participation 
in group practice. 
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The Committee recommends that subject to re- 
quirements for accreditation or approval for teach- 
ing purposes, physicians and other professional 
personnel for hospital staffs and public agencies 
be selected on the basis of professional compe- 
tence, without regard to race, creed, political af- 
filiation, or economic considerations. 


ORGANIZATIONS THAT COMBINE FINANCING 
AND PROVISION OF HEALTH SERVICES 


California has long been a leader in experimenting 
with new organizational forms of practice in combina- 
tion with experimental methods of paying for them. 
Several voluntary plans that combine the financing and 
provision of health services for their members have 
been operating in California and elsewhere for a num- 
ber of years. Their successes and failures provide the 
experience needed for new systems of organization. 

The Ross-Loos Medical Group, a partnership of 
physicians established in 1929, provides a wide range 
of prepaid medical services to members, with hospitali- 
zation now covered by insurance. In 1932, a group of 
hospitals in Sacramento jointly organized a commu- 
nity-wide prepayment program. This was followed in 
1936 by the organization of the Hospital Service of 
California (Blue Cross), by the Alameda County 
Medical Association and seven voluntary hospitals in 
that county. Originally offering service only in Ala- 
meda County, the organization extended its operations 
throughout Northern California. In 1937, the Hospital 
Service of Southern California was organized. In 1939, 
the California Medical Association organized the Cali- 
fornia Physicians Service (Blue Shield), the first state- 
wide physician-sponsored medical plan in the United 
_ States. 

The Kaiser Foundation Health Plan became.a com- 
munity-wide program in California in 1945, growing 
out of the programs originally organized by the Kaiser 
industries to provide medical care for workers during 
construction of the Grand Coulee Dam in eastern 
Washington in the late 1930’s, and for shipyard em- 
ployees at the yards in Richmond, California, during 
World War II. Its subscribers are eligible for a wide 
range of medical services included as hospital benefits. 

One of the most important recent developments in 
the concept of prepayment plans has been the organi- 
- zation of foundations for medical care, found largely 
in the central valley regions of the State, the San 
Joaquin Foundation being the primary example. These 
plans are sponsored by local medical societies, and they 
represent a significant departure from more traditional 
types of plans because they endeavor to establish cer- 
tainty of coverage for members by means of fixed fee 
schedules for medical procedures which participating 
physicians have agreed to accept as full payment. The 
foundations have pioneered the approach of using 


group average incomes as the guide for setting fees 
rather than the incomes of individual patients. 

The Windsor Medical Services Plan of Ontario, 
Canada, and the Health Insurance Plan of Greater 
New York (HIP) are other examples of systems that 
provide an extensive range of cost-controlled services 
to subscribers. The Windsor Plan has demonstrated 
that a fee-for-service system is compatible with full 
prepaid coverage. Wide benefits are made available at 
reasonable cost because physicians have accepted a 
fixed fee schedule; safeguards against unjustified use 
of services are employed.(7) Some of the organiza- 
tions mentioned above have exercised quality as well as 
cost control over the services rendered. 


ORGANIZATION OF GOVERNMENTAL 
HEALTH SERVICES 


It has been estimated that approximately one quarter 
of California’s annual expenditures for health services 
is paid from governmental funds, either by direct pro- 
vision of services or by purchase of services from 
private sources—physicians, dentists, hospitals and 
others. The Federal Government spends $125 million 
annually in California, mainly for the care of veterans. 
(8) The State government allocates $260 million an- 
nually for health services (excluding capital outlay), 
half of which is for the care of the mentally ill and 
the mentally retarded.(9) Local governments appro- 
priate $195 million annually, primarily for the support 
of county hospitals. (10) 

Medical care for the indigent or medically indigent 
has been traditionally a responsibility of county gov- 


-ernments in California. Care may be given at county 


hospitals, provided by county-designated physicians, 
or purchased by county welfare departments. 

The State government has assumed primary re- 
sponsibility for the care of the mentally ill. This con- 
stitutes by far the largest medical program directly 
administered by the State, which has developed twenty 
different medical programs in ten State agencies, about 
half of which were started since 1940. According to 
a report of the State’s Legislative Analyst: 


4c 


.... There is no well-defined specific policy 
goal for all the medical care sponsored by the 
State. Programs have been established from time 
to time to meet individual needs. As these pro- 
grams have expanded and other programs have 
been created, services tend to overlap, eligibility 
varies, fiscal subventions or administrative patterns 
tend to provide varying incentives or even deter- 
rents to local government support of medical care 
programs. The individual patient faced with a 
given medical problem may be confronted with 
a choice of programs or a lack of service depend- 
ing on county of residence, type of disease and 
particular eligibility. He may be liable for re- 
payment, payment by relatives, or he may receive 
care free. He may get minimum service, partial 
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service or maximum complete quality care. These 
differences may exist within a single program or 
among the total of programs. 

As government offers more medical care to more 
people, it becomes necessary to clarify the State’s 
goals in medical care and to coordinate its own 
approaches to medical care to coordinate with the 
federal and local programs. The substantial rise 
in medical costs accentuates the necessity. Incor- 
poration of State medical programs under one 
department would solve some of the administra- 
tive control and coordinating problems found in 
medical care. Many other important problems 
would still require further legislative review and 
corrective action.” (12) 


The present wide range of programs finds the Fed- 
eral, State and local governments all providing direct 
medical services and all operating subvention or con- 
tract programs. The Federal programs are generally 
directed to categories of people (veterans, military 
personnel, Indians). State programs are aimed at par- 
ticular diseases (tuberculosis, mental illness, crippled 
children). Most county-administered programs are 
organized on the basis of need (indigency, public 
assistance recipients). 


DETERMINATION FOR ELIGIBILITY 
FOR PUBLIC MEDICAL CARE 

Eligibility standards for public medical care in 
California are far from uniform. Each of the fifty- 
eight counties sets its own eligibility requirements for 
county hospital services. A California citizen may be 
eligible for hospital care in a particular county, but 
ineligible if he moves to another with different eligi- 
bilitv standards. Variations exist even among the State- 
controlled programs. Certain State agencies administer 
their own tests for eligibility, while others leave the 
determination of eligibility to the counties. 


SCOPE OF SERVICES UNDER 
PUBLIC MEDICAL PROGRAMS 

Many public health service programs are not com- 
prehensive in scope of services; some are set up in 
such a way as to make continuity of care difficult. 
The Public Assistance Medical Care program has used 
its funds to pay for services given by private practi- 
tioners in their own offices. Where hospitalization is 
needed, the same patients who received office services 
under the medical care program are likely to be ad- 
mitted for inpatient care to county hospitals. Here 
another set of doctors takes over responsibility, often 
without reference to what has previously been done 
in physicians’ offices. 

The Crippled Children Services for many years 
have concentrated on the correction of orthopedic 
and congenital handicaps through surgical means. 
“Medical” conditions—those correctable by nonsurgi- 
cal means—have only recently been added to the list 
of eligible conditions. 


Although many county hospitals in California pro- 
vide a high level of medical care, some do not. There 
are serious gaps in diagnostic and outpatient services. 
In general, psychiatric care, rehabilitation and organ- 
ized home care are either inadequate or not provided. 


FINANCING OF PUBLIC MEDICAL PROGRAMS 

Great variations in financing exist among programs 
in which State subventions or subsidies are adminis- 
tered by local agencies. In the Short-Doyle Mental 
Health Program, the State subvenes 50 percent of the 
costs to local governmental units. In the Crippled 
Children Services program, approximately two-thirds 
of the funds are from the State and one-third from 
the counties. In the Public Assistance Medical Care 
program, no county funds are involved, although 
county welfare departments have administrative re- 
sponsibility. Similarly, funds for the operation of the 
pilot treatment clinics in the Alcoholic Rehabilitation 
program are contributed by the State. 


ADMINISTRATION OF 
PUBLIC MEDICAL PROGRAMS 

California’s public medical programs are adminis- 
tered in various ways. Some, such as the Vocational 
Rehabilitation Service and State mental hospitals, are 
operated entirely by the State. Others are operated 
by counties or cities under varying degrees of State 
supervision. Still others, notably county hospitals, are 
operated solely by the counties. 

FEE SCHEDULES 

Increasingly, government is purchasing health serv- 
ice rather than providing it directly. This practice 
requires that the responsible agency negotiate a fee 
schedule with the supplier of the service. The fee 
schedules for similar or identical medical procedures 
vary among the several State agencies that purchase 
care, although an Interdepartmental Medical Fee Com- 
mittee has recently been formed to resolve some of 
these variations. 

Repayment provisions vary as widely as eligibility 
standards—from asking the patient’s relatives to assist 
in payment if they can, to using liens against the pa- 
tient’s property or estate. 

The Committee recommends that the State and 
counties, in the development of their health pro- 


grams, follow these organizational principles: 
1. Standards established by the State. 


2. Administration of health services (with the 
exception of certain types of highly special- 
ized institutions) at the county or multicounty 
level, when State standards are maintained. 

3. Financing shared by State and local govern- 
ments, for those costs not met by federal 


funds. 
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4. Coordination and integration of ;health serv- 
ices through “one door”, i.e., a single local 
agency where services may be obtained or 
from which persons may be referred for ap- 
propriate care. 


Application of these principles would result in de- 
centralization of principal State health programs, 
which then would be administered by local govern- 
ments. The State, aided by local advice, would develop 
and maintain standards for all State and local programs, 
including the county hospitals, and would share with 
local governments the responsibility for financing these 
programs. 

The Committee believes that this partnership be- 
tween the State and local governments would estab- 
lish a complementary responsibility for more effective 
health programs than either partner could provide 
alone. This organizational arrangement would provide 
for a check on each partner by the other, as well as a 
basis for stimulating program development. 

Two well-established programs—Tuberculosis Sana- 
toria and Crippled Children Services—operate on the 
basis of Statewide standards, local administration and 
shared financing. These programs provide a pattern 
that could be adapted to others, both new and existing. 


STANDARDS ESTABLISHED BY THE 
STATE, WITH LOCAL ADVICE 

Standards for administration of health programs 
should be established and maintained by the State with 
consideration for community differences. There should 
be periodic review of local operations to insure that 
standards are being met. The State should make tech- 
nical consultant services available to the counties on 
request, so that local administration can be continu- 
ally made more effective. 

State standards assure establishment of uniform 
minimum eligibility requirements and scope of serv- 
ices throughout the State. Standards set minimums for 
professional competence and criteria for the organi- 
zation of local health services. Whenever possible, 
standards should be suggested as broad guides which 
would allow for local flexibility, rather than specified 
in detail by State regulations. 

State standards also establish the quality of care to be 
purchased by government. For example, the State 
Crippled Children Services developed standards and 
' requirements for cardiac surgery which must be met 
by hospitals and physicians who participate in the pro- 
gram. Government agencies should become fully re- 
sponsible for setting the standards for services they 
purchase. Public tax funds should be spent only for 
services known to be of high quality. 


ADMINISTRATION OF HEALTH SERVICES 
If State programs are decentralized and adminis- 
tered by county or multicounty agencies, they should 


be placed under local units large enough to assure 
effective and economical administration. Local admin- 
istrations should be required to maintain State stand- 
ards. The trend toward professional management is 
already evident in both city and county government. 
Thirty-eight counties now have county administrative 
officers and all but a very small portion of California’s 
population is now served by local health officers with 
formal training and experience in health administra- 
tion. 

The combination of local administration with State- 
wide standards permits the counties to concentrate on 
developing effective administration, patterned to meet 
local needs, and frees the State agencies from direct 
operational responsibilities—giving them opportunity 
to emphasize research, experimentation and program 
development. 


SHARED STATE-LOCAL FINANCING 

Costs for locally administered, State subvened health 
programs should be shared between State and coun- 
ties. Extra funds should be allotted by the State to 
those areas which are unable to support services at 
State standards. Local administration should make for 
greater interest in health programs among local author- 
ities and citizens and could stimulate local interest in 
planning. 


“ONE DOOR” FOR LOCAL 
GOVERNMENTAL HEALTH SERVICES 

In local governmental health services, continuity of 
the patient’s care is difficult to achieve because pro- 
grams are administered by several different agencies. 


-In most counties there is very little administrative co- 


ordination of governmental health programs. How- 
ever, some have begun to coordinate their programs. 
In San Mateo County, for example, a unique federated 
department includes welfare, county hospital, tubercu- 
losis and public health programs. A few counties com- 
bine public health and hospital programs. 

There is a need to achieve greater uniformity of 
eligibility requirements in the various programs, and 
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to reduce existing gaps and eliminate duplications in 
the local administration of health services. The develop- 
ment of a central mechanism for exchange of medical 
information among the various programs is essential 
if continuity of care is to be attained. The creation 
of a single agency, “one door”, through which people 
can obtain services and referrals to appropriate agen- 
cies would facilitate coordination of local health pro- 
grams and would also tend to insure equality and ac- 
cessibility of services. 


FEDERATION OF STATE HEALTH 
AND WELFARE PROGRAMS 

The Governor’s Committee on Reorganization of 
State Government has recommended the creation of a 
Health and Welfare Agency which would function- 
ally combine the existing Departments of Social Wel- 
fare, Public Health, Mental Hygiene and Veterans’ 
Affairs. These departments would be “brought to- 
gether under one agency in order to open many ave- 
nues for closer cooperation and coordination of activi- 
ties”. 

The Governor’s Committee on the Study of Medi- 
cal Aid and Health supports this recommendation, but 
urges the inclusion in this agency of the health service 
aspects of vocational rehabilitation (now in the De- 
partment of Education) as a necessary step toward 
unified administration of all major health responsibili- 
ties of the State. 


This health and welfare agency would provide the 
organizational framework for improving the efficiency 
and economy of health administration throughout the 
State. An advisory council with professional and 
public representation should be appointed to assist the 
administration in guiding and coordinating the State 
and local program activities of the agency, and to 
bring an imaginative approach to the broad commu- 
nity health problems faced by the State. 


The Committee recommends that the State: 


a. Federate administration of its health and 
welfare programs in a Health and Welfare 
Agency as proposed in the November 1959 
Report of the Governor's Committee on the 
Reorganization of the State Government, 
and include in this agency the health service 
aspects of vocational rehabilitation. 


b. Establish a council representing the fields of 
social welfare, public health, and mental 
health; appropriate professional groups; and 
the public to act in an advisory capacity to 
the administrator of the State Health and 
Welfare Agency. 


HEALTH DATA 

Adequate health information is necessary if health 
services are to keep pace with the rapid technological 
progress of medicine. To deal with organizational 
problems of duplication and waste, a better method of 
collecting, maintaining, and using health records and 
allied data must be developed. A State agency should 
set standards and procedures to guide the counties in 
receiving, using and disseminating medical informa- 
tion. 


The committee recommends that the State De- 
partment of Public Health collect and analyze data 
necessary for development of standards in gov- 
ernmental and nongovernmental health services, 
appraise continually the quality of care they pro- 
vide, and periodically report findings to the public. 


INCREASING RESPONSIBILITY 
OF LOCAL HEALTH DEPARTMENTS 


A comprehensive and currently maintained inven- 
tory of all private and public health resources should 
be-centrally located in each county. The use of such 
an inventory is indispensable to facilitate the ready 
referral of patients for needed care through “one- 
door”. A similar inventory compiled from county re- 
ports and located in a State agency would show exist- 
ing gaps, duplication and overlaps of locally available 
services. , 

Effective personal health services require continuity 
of care whether that care is received in the office, 
clinic or hospital. Medical care is “case centered”, and 
when the patient receives treatment from various 
sources of services, the exchange of medical informa- 
tion becomes indispensable. For a fully efficient ex- 
change of an individual patient’s medical records, there 
should be a centrally located reservoir of information 
for receiving, storing and transmitting these records. 
The information needed for the administration and co- 
ordination of governmental health services would 
then be readily available to the providers of service. 


The Committee recommends that counties estab- 
lish in their public health departments: 


a. A medical information and referral service 
with an inventory of private and public 
health resources. 


b. A local health-data service responsible for 
receiving and consolidating information that 
is necessary for the coordination of all locally 
available health services. 
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Chapter 4 
PAYING FOR PERSONAL HEALTH SERVICES 


The Problem 


In recent years, the rising cost of health care has 
become a matter of increasing public concern. These 
costs have become burdensome to many, in particular 
the low income groups, the aged, the chronically ill, 
and the disabled. Although the people of California 
each year spend ever-larger sums for health services, 
not enough money is spent to provide for comprehen- 
sive services, including community programs such as 
prevention, organized home care and rehabilitation. 

Some of the high costs of health care result from 
wasteful and inefficient practices such as needless du- 
plication of hospitals, programs and services. Drug 
costs are high, partly because of some industry prac- 
tices not in the public interest. Some of the excessive 
cost of health care stems from poor planning, such 
as government spending for health services which is 
piecemeal, overlapping and largely uncoordinated. 
New methods of paying for health services, developed 
over the past thirty vears, have led to certain abuses 
which divert some of the medical care dollar to non- 
medical outlays. 

In the years ahead, the people of California will 
need to spend much more on health services if they 
are to keep pace with (a) the demands for more com- 
prehensive care, (b) expected rising unit costs, and 
(c) the expanding population. But more money spent 
on medical care without efficient and economical or- 


The Committee recommends that: 


As Long-Range Goals 


1. Comprehensive health care of high quality 
be available to everyone in the State, and 
necessary financing to assure this result be 
provided from individual, private or public 
sources. 

2. Prepayment for health services be extended 
to cover substantially the entire population 
of California. 

3. Prepayment benefits be in the form of serv- 
ices or substantially cover the cost of serv- 
ices. 

4. Means be found through prepayment to 
cover the cost of medical services after re- 
tirement. 
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ganization of services would accelerate inflation of 
costs. 

To insure comprehensive care of high quality at 
reasonable cost, additional ways to pay for health 
services and better methods of organization must be 
developed. The Committee believes that the most 
practical way to meet the cost of personal health care 
is through prepayment, the enormous potential of 
which has been amply demonstrated in the past 15 
years. Nonprofit prepayment organizations and com- 
mercial insurance companies have made giant strides 
toward extending prepayment to large numbers of 
people. But before the best possibilities of prepaid 
medicine can be fully realized, many problems must 
be solved. 

Under present forms of prepayment some groups— 
the aged, the disabled, the chronically ill, the needy, 
those in minority groups, those in certain rural areas— 
often find it difficult, and sometimes impossible, to 
get coverage. Even for those already covered, pre- 
payment meets only about one-third of the total cost 
of their health care. Many services, particularly pre- 
ventive services, are not included, and the extent and 
scope of benefits vary widely. A major limitation of 
most prepayment plans is that they do not exert con- 
trol over the cost and quality of the services they 
pay for. 


5. Changes in the extension and financing of 
health services should proceed in a carefully 
timed and coordinated manner. 


As Immediate Objectives 


6. The State establish a system of standards 
for grading policies for prepayment of health 
services according to the type and extent of 
benefits and exclusions, and require that the 
grade of each policy be clearly indicated on 
its face; and that standards be reviewed pe- 
riodically and policies falling below the low- 
est standard not be approved for sale. 


7. Group policy holders when leaving the 
group have the right to convert to individual 
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policies without evidence of insurability or 
lapse of coverage, and that converted poli- 
cies provide for essentially the same bene- 
fits, exclusions and premiums as that of the 


group. 


. Prepayment organizations renew and 


strengthen the principle of community rating 


; in order that the maximum numbers of the 
community may be served fairly and ade- 
quately. 

. Individual health policies be noncancellable 


and renewable without premium increase 


___unless all premiums and/or benefits in that 
___ insurance class are changed. 


a 0. The State approve only those individual 


health policies providing benefits reasonable 
_ in relation to the premium charged, and that 


a each prepayment organization each year 
be required to notify subscribers or policy 


holders of its claims experience. 


11. Reimbursements for prepaid health services 


13. 


14. 








received by an individual be no more than 


the actual cost of services rendered.’ 
. Half the membership of governing boards 


of nonprofit prepayment organizations be 
representative of community and consumer 
groups. 

The State extend its premium rate regulat- 
ing authority to all organizations providing 
for prepayment of health services, including 
commercial insurance, nonprofit corpora- 
tions, medical partnerships and others.” 

In order to broaden the prepayment of 
health services as recommended by this Com- 


_ mittee, new sources of revenue, both private 


(individual and organized) and public be 
found, and that to this end a special objec- 
tive study be initiated, to be aimed particu- 
larly at the problem of financing a minimum 


: of prepaid health service for substantially 


the entire population as well as the problem 
of financing State supported programs other 
than prepaid health services. 


;. The State, in cooperation with private and 


professional organizations, continuously ap- 


praise the cost and quality of health services 
and periodically report findings to the pub- 
lic, and that the State fix responsibilify for 
this activity in a single agency. 

16. Manufacturers of drugs for sale or use ex- 
clusively in California be required to certify 
that the drugs meet federal standards for 
drugs of the same type or class sold in inter- 
state commerce, and that such certification 
be filed with the State Department of Public 
Health which will be responsible for enforce- 
ment. 


17. The State repeal fair trade laws regulating 
prices of prescription drugs. 


18. The State repeal the sales tax on prescrip- 
tion medicines and appliances. 


19. The State provide funds for demonstration 
projects designed to develop more economi- 
cal and effective patterns of health care. 


20. The State exert leadership in the field of vol- 
untary prepayment for health care by set- 
ting up a program for State employees which 
follows the prepayment principles set forth 
in this report. 

a. The State develop specifications for a pre- 
paid comprehensive health program. 


b. A State agency that can provide leader- 
ship and technical skills in the health and 
prepayment fields and continuously eval- 


DISSENTING COMMENT 


11 do not concur with this recommendation. If carried into 
effect, this recommendation would prevent the indi- 
vidual patient from collecting indemnity on health 
benefits for which he has paid in cases of double or 
overlapping coverage. Individuals are allowed to buy 
overlapping and double coverage, and the benefits 
therefrom belong to the individual. Also, the adminis- 
trative problems implicit in this suggestion are great.” 

Stephen I. Zetterberg 


2 “Too often state insurance premium rate regulations can 
develop into carrier-controlled price fixing. | would 
approve this recommendation if there were ways of 
assuring that there would be competition in premium 
rates, and continued opportunity for health insurance, 
non-profit, and other health prepayment programs, 
to develop new ways of lowering costs and adminis- 
trative expenses of paying for medical care.” 

Stephen |. Zetterberg 
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vate the cost and quality of medical care 
provided, be made responsible for the 
program. 

c. Retired employees and their dependents 
be enrolled at the same premium 
rates and benefit coverages as active em- 
ployees, and that local public jurisdic- 
tions be permitted to enroll their em- 
ployees in the State health plan. 


COSTS OF HEALTH CARE RISING 


The public is becoming more and more concerned 
about the high cost of medical care. Over the past 
twenty years, an increasing share of the national in- 
come, both from public and private sources, has been 
spent for health services—from 5.1 percent of the na- 
tional income in 1940 to 6.2 percent in 1958.(1,2) 
California’s annual total health bill is over two billion 
dollars. 

Although the nation is spending more than six times 
the amount spent in 1929 for health care—about $22.7 
billion in 1958, of which $17.3 billion come from 
private sources and $5.4 billion from governmental 
sources—it is not spending enough to meet all our 
health needs. (1) 

Although America’s doctors and other health work- 
ers are among the most knowledgeable and skilled to 
be found anywhere, the great potentials of modern 
medicine are still not being fully realized. Not enough 
use is being made of the techniques of preventive 
medicine, including early diagnosis and treatment; 
many who need psychiatric care cannot afford it nor 
are enough such services available; and too little is 
spent for rehabilitation. 

The Committee believes that the people of Cali- 
fornia, regardless of income, age, sex or condition of 
health, should have all needed health services made 
available to them. But it also feels that unless health 
services are organized for maximum efficiency and 
economy, more money spent on medical care would 
accelerate the inflation of medical care costs. 


CALIFORNIA HEALTH COSTS HIGHER THAN NATION’S 


Although the rate of increase of health costs in Cali- 
fornia is about the same as for the nation as a whole, 
actual health costs to Californians are higher than else- 
where. (3,4) For example, the average daily charge by 
voluntary hospitals! in California in 1959, including 
room and board and other hospital services was $41.80, 
in the nation $29.49. The average cost of an average 
hospital stay in California was $259, the sixth highest 
of any state in the nation.(5) 

There are many reasons for higher health care costs 
in California: 


’ Nonprofit, nongovernmental hospitals. 


Hospital costs are high partly because of inefficient 
use of services and manpower, and also because of the 
over-building in metropolitan areas of small propri- 
etary institutions which are uneconomical to operate 
and which duplicate services. 


A much greater proportion of prepayment for 
health service is handled by commercial insurance 
companies in California than is true elsewhere in the 
country. These companies’ charges for nonmedical 
costs — administration, advertising, sales commissions — 
are substantially larger than those of nonprofit pre- 
payment organizations. They return to the insured a 
lower proportion of the premium dollar as benefits. 


Total health care costs tend to be higher the more 
services are used and Californians use health services 
more than other Americans. On the average, they see 
doctors and dentists more often. (6,7 ) 


California’s health care costs are also higher because 
they reflect the generally higher wages and salaries in 
the State. The wages and salaries of health workers 
are likely to play an even more important part in 
future health care costs as their traditionally low wages 
rise until they approach those of comparable non- 
medical occupations. 


QUALITY AND COST OF DRUGS 


At present, many identical or largely similar drugs 
are sold under various trade names, each owned by a 
different pharmaceutical manufacturer. This multi- 
plicity of names for a single drug creates confusion. 
As a result, doctors are sometimes unable to interpret 
prescriptions written by other doctors, and are fre- 
quently suspected by their patients of not keeping 
current when they confess to unfamiliarity with a 
particular new brand name. 


The problem of trade names is complicated by the 
rapid rate at which new drugs, many of unproved 
value, are placed on the market. Between 1948-1955 
more than 3,000 new prescription drugs, each with an 
average life span of two to five years, were offered for 
sale. Some were new, but others were only new com- 
binations or new dosages for drugs already on the 
market. In 1940, fewer than 100 drugs were intro- 
duced; in 1957 about 400.(8) 


There is widespread feeling that drug prices could 
be reduced for the public if drugs were prescribed 
under generic rather than brand names. Exponents of 
this procedure raise the point that certainly the same 
drugs sold under different brand names vary in price 
and that pharmacists would be free to fill prescrip- 
tions with the more economical brands of drugs if 
physicians would prescribe in generic terms. It is also 
true that the Public Assistance Medical Care Program 
of the Department of Social Welfare already encour- 
ages physicians to write generic prescriptions for wel- 
fare patients, specifically in order to reduce high drug 
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costs. Unfortunately, however, there are several cur- 
rent conditions which militate against recommending 
the universal use of generic names in prescriptions. 

Responsibility for determining the safety and pur- 
ity of drug products sold in interstate commerce rests 
with the Federal Food and Drug Administration. In 
recent years the FDA has been unable to keep its 
testing and inspection program abreast of the accel- 
erating production of new drugs, primarily because 
Congress has failed to appropriate sufficient funds for 
this purpose. Thus, many drugs are sold and consumed 
without having been inspected or tested. Moreover, 
the FDA lacks authority to determine the effective- 
ness of new drugs. Those manufactured and sold ex- 
clusively in California are not subject even to inspec- 
tion and testing under the Federal law, though they 
are subject to inspection under California Pure Drugs 
Act. In the absence of adequate inspection and testing, 
doctors are often reluctant to use generic names, pre- 
ferring to rely on brand name products of whose 
quality they feel confident. 

Therefore, the Committee believes that since Con- 
gress has not appropriated enough funds to assure 
adequate testing and inspection of drugs, it would be 
unwise to advocate universal use of generic names as 
a method of reducing the cost of drugs. Another way 
to reduce these costs would be to repeal the State’s 
fair trade law regulating the minimum price of drugs. 
The competition among the large pharmaceutical 
manufacturers would then tend to lower the cost of 
drugs to the patient in California. 


The Committee recommends that manufacturers 
of drugs for sale or use exclusively in California be 
required to certify that the drugs meet Federal 


standards for drugs of the same type or class sold 
in interstate commerce, and that such certification 
be filed with the State Department of Public Health 
which will be responsible for enforcement. 

The Committee recommends that the State re- 
peal fair trade laws regulating prices of prescrip- 
tion drugs. 

The Committee recommends that the State re- 
peal the sales tax on prescription medicines and 
appliances. 


MEASURING INCREASES IN HEALTH CARE COSTS 


The Consumer Price Index which estimates changes 
in the costs of all goods and services rose 71 percent 
between 1939 and 1949, while medical care costs rose 
only 43 percent. However, between 1949 and 1959, 
when the costs of all goods and services rose only 
22 percent, medical care costs rose 45 percent. For 
the entire twenty-year period (1939-1959), the medi- 
cal care component increased by 108 percent com- 
pared with 110 percent for all goods and services, and 
the medical services component rose by 122 percent, 
compared with 81 percent for all services during the 
same period. 

The larger increase in the cost of medical care serv- 
ices, compared with the cost of all services, is almost 
entirely the result of a 317 percent increase in hospital 
room rates between 1939 and 1959. Most other medi- 
cal care components of the Index have not risen sig- 


nificantly faster than other nonhealth services. 


Since each of the many segments which comprise 
the medical care component is represented by only a 


PERCENT INCREASE IN PRICE INDEX FOR SELECTED ITEMS 
UNITED STATES, 1939-1959 
(1947-1949 = 100) 


ITEM 


All Goods and Services 
All Services 
Medical Care 


Medical care services 
Hospital room rates 
Physicians' fees 
General practitioners’ fees 
Surgeons’ fees 
Dentists' fees 


Optometric examinations and eye glasses 


Group hospitalization 
Prescriptions and drugs 


PERCENT INCREASE 


1939—1949 | 1949-1959 | 1939-1959 


109.8 
81.3 
107 «7 


121.7 
317.0 
89.8 
93.03 
68.2 
92.0 
44.0 


46.8 





2 Index base, December 1952 = 100. Increase covers 8 year period, 


1951-1959. 


Source: U.S. Department of Labor, Bureau of Labor Statistics, Consumer 


Price Index. 
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few items in the computation of the entire component 
in the Consumer Price Index, question has arisen as to 
its validity as a measure of changes in medical costs. 
(9) At present, hospital costs are computed solely 
on the basis of room rates, although as much as half of 
the total hospital bill is often for services other than 
room and board.(10) Changes in drug prices are esti- 
mated on the basis of a few prescriptions and proprie- 
tary medicines and do not include many expensive 
new items, such as antibiotics (except penicillin), tran- 
quilizers and cortico-steroids. Physicians’ fees are esti- 
mated from a sample of routine consultations, too 
small to be representative. And some factors, such as 
changes in the quality and quantity of medical care, 
new services and new methods of payment, which 
contribute to the high costs of medical care are not 
considered at all. 

Better ways to measure changes in the cost of med- 
ical care should be developed. Information about new 
services, changes in the use and quality of existing 
services, technological developments and scientific dis- 
coveries, and increased specialization, must be collected 
continuously if a more valid picture of changes in med- 
ical costs is to emerge. 


The Committee recommends that the State, in 
cooperation with private and professional organi- 
zations, continuously appraise the cost and quality 
of health services and periodically report findings 
to the public; and that the State fix responsibility 
for this activity in a single agency. 


BETTER METHODS OF PAYING 
FOR HEALTH CARE NEEDED 


Awareness of the importance of health care is un- 
questionably increasing. And the rapid growth of pre- 
payment in the last twenty vears clearly indicates 
public acceptance of this method for meeting the costs 
of medical services. However, the percentage of people 
covered by prepaid services in California is smaller than 
that in the country as a whole—65 percent as against 
72 percent.(11) (At the end of 1957, 90 percent of 
the New York State population had some form of pre- 
payment.)(12) Although some progress has been 
made toward providing health insurance for the un- 
protected, many groups are still inadequately covered. 

Currently, about one-quarter of California’s insured 
population is covered by Blue Cross and Blue Shield 
plans. This is a considerably lower proportion than in 
the country as a whole and in other large states. Na- 
tionally, in 1958 about 45 percent of people with pre- 
payment plans were covered by Blue Cross or Blue 
Shield;(13) in 1956 in New York, 67 percent; (14) 
and in 1957 in Pennsylvania, 58 percent.(15) 

The number of Californians covered by various pre- 
payment plans in 1960 is shown in the table. 


The Committee supports the principle that everyone 
should have access to comprehensive health services of 
high quality. By eliminating economic barriers to 
medical care, California would be well on its way to- 
ward this goal. California should immediately take the 
steps necessary to reach this objective. 


As long range goals: 


NUMBER AND PERCENT OF CALIFORNIANS COVERED BY 
VARIOUS PREPAYMENT PLANS, 1960 









Population 
Net covered 
Duplicated policies 


Total policies 


Blue Cress (Northern California 
Southern California 
Blue Shield (California Physicians' Service) 


Blue Cross 


Kaiser Foundation Health Plan 


Ross—Loos Medical Group (Los Angeles) 
)2 


Other Independent Plans 


Commercial Insurance (estimated 









15,600, 000 
10, 088, 000 
759, 000 


10,847,000 
828, 000 
982, 000 
779, 000 
631,000 
128, 000 
182,000 

7,317,000 













=) 


SnHav0ws 





1 Based on 7 percent duplication of coverage estimated 
by the Health Insurance Institute. 


2 Based on predicted 2 percent annual increase over 1958 
estimate of Health Insurance Association of America. 


Source; 


Correspondence with prepayment organizations, Health 


Insurance Associations of America and others. 
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The Committee recommends that comprehensive 
care of high quality be available to everyone in 
the State, and necessary financing to assure this 
result be provided from individual, private or pub- 
lic sources. 

The Committee recommends that prepayment 
for health services be extended to cover substan- 
tially the entire population of California. 


PROBLEMS OF PREPAYMENT 
Prepayment for health services involves two major 
principles: 

1. The sharing of the risk by distributing the total 
cost of health care equally among a large 
group, regardless of how much or how little 
service any one member of the group may use. 


2. The defraying of the cost of health care in 
advance and by installment. 


Not all health plans embody both principles. Most 
plans, particularly those sold by commercial insurance 
companies, embody primarily the first principle by 
writing the kind of insurance which was developed 
for such hazards as fire and automobile collision. The 
purpose of this kind of insurance is to indemnify, that 
is, to reimburse the insured person for a loss resulting 
from an unusual or unexpected occurrence. 

To limit their liability, insurance companies tend to 
indemnify for expenses for medical care rather than 
provide health services directly or by contract. This 
casualty insurance point of view also encourages 
“major medical”, or “catastrophic”, insurance which 
requires the individual to pay a substantial portion of 
initial medical charges—e.g., the first $200 of medical 
costs—after which the insurance company pays 75 or 
80 percent of the remaining charges up to a fixed maxi- 
mum of perhaps $5,000. Insurance companies assert 
that requiring the insured to pay a portion of their 
medical expenses prevents abuse of services. But these 
“deductibles” which have to be paid in addition to 
premiums may act as a deterrent to the seeking of that 
early medical attention which could prevent serious 
illness. 

Casualty insurance is basically designed to indemnify 
for damage from major and unpredictable events such 
as fire and accident. People suffer many predictable ill- 
Nesses (some minor in nature; some which prove to be 
minor only if treated early), and have predictable 
needs for maintaining health (e.g., periodic physical 
and dental examination, eye refractions and immuniza- 
tions). The medical services necessary to them at those 
times should not be excluded from their prepaid health 
plans. 

Plans which provide direct services, such as Kaiser 
Foundation Health Plan and the Ross-Loos Medical 
Group, and to a lesser extent, those that provide con- 
tractual services, such as Blue Cross and Blue Shield, 


differ from those which operate primarily on casualty 
insurance principles. The former are based on the de- 
sirability of furnishing health services rather than re- 
imbursing for medical expenses, Although they vary in 
the extent to which they are able or willing to furnish 
these services, their plans are constructed to meet this 
need. 

In addition, the direct service plans attempt to pro- 
vide a wide range of health services to their members, 
including services for maintaining health and for treat- 
ment of minor illnesses. These services are not usually 
provided and are rarely paid for by commercially-in- 
sured plans. 

Because people’s needs and tastes differ, it is of 
course desirable that the public have a choice from 
among a variety of prepayment plans, ranging from 
direct service to cash reimbursement. It should be 
said, however, that it is extremely difficult for cash 
indemnity plans to provide for integrated health serv- 
ices, or to set up cost and quality controls of pur- 
chased health service. Insurance companies and health 
and welfare plan administrators rarely consult with 
the medical profession to determine the benefits that 
should properly be covered by their policies. Cash 
indemnity insurance leads to many problems which 
makes it an unnecessarily costly method of paying 
for health services. 

Major medical insurance encourages excessive 
charges by physicians because usually no limit is 
placed on the charges. Indemnity surgical schedules 
lead to inflation of costs because they permit higher 
charges for services than might be charged were the 


- patient not insured. Commercial health insurance for 


individuals and families is usually sold by salesmen 
paid by commission, who frequently have little knowl- 
edge of health problems or incentive to consider the 
special needs of consumers. Some insurance companies 
divert excessive amounts of their policy holders’ pre- 
miums to overhead, sales expenses and commissions in 
relation to the benefits provided. 


The Committee recommends that reimburse- 
ments for prepaid health services received by an 
individual be no more than the actual cost of serv- 
ices rendered. 

The recommendation above is for immediate action. 
As a long-range goal: 

The Committee recommends that prepayment bene- 
fits be in the form of services or substantially cover 
the cost of services. 


PREPAYMENT BENEFITS VARY WIDELY 


The amount and type of benefits provided by pre- 
payment plans range from limited coverage for hospi- 
tal costs to relatively comprehensive coverage which 
includes hospital care, physicians’ services in the home, 
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office and hospital, and diagnostic X-ray and laboratory 
services. Service plans generally pay for a ward room 
for a specified period of time, part of the physicians 
fees for care in the hospital, and often for care in the 
doctor’s office and at home. As already noted, the 
commercial insurance policy holder generally pays his 
own hospital and medical bills (unless he assigns pay- 
ment to the vendor) and is later reimbursed for part 
of, or rarely, the entire cost. 


PREPAYMENT MEETS ONE-THIRD OF COST 

Typically, comprehensive prepayment plans cover 
about one-third of the subscriber’s total health bill. 
Depending upon the particular prepayment plan, the 
proportion of health service costs covered varies 
widely among plans.(16) For example, a survey of 
hospital allowances provided for nearly 700,000 work- 
ers and their dependents through large collectively 
bargained health and welfare plans in California in 
1957, disclosed that only 40 percent of the workers 
and their dependents were entitled to fully paid ward 
room accommodations. The remaining 60 percent 
were entitled to fixed dollar benefits which averaged 
$12.69 for workers and $11.42 for dependents, when 
the average daily ward room charges were $21.50 in 
Los Angeles and $23.12 in San Francisco.(17,4) Sim- 
ilarly, other allowances were often considerably less 
than actual charges. 

Many health services and illnesses are excluded from 
coverage under most plans. Even “comprehensive” 
plans which make virtually no extra charges when 
furnishing services which are covered, usually do not 
pay for dental services, outpatient psychiatric care, 
long-term institutional care, corrective appliances and 
eyeglasses. Drugs and medicines are usually paid for 
only while the patient is in the hospital. Conditions 
which existed before coverage are sometimes excluded, 
as well as certain other disabilities, such as venereal 
diseases, self-inflicted injuries and illnesses, alcoholism 
and drug addiction. In addition, preventive health 
services, such as periodic physical examinations, im- 
munizations and well-baby care often are not covered 
except by comprehensive plans. A few other plans 
have begun to furnish some of these services on an 
experimental basis. 


UNEQUAL PREPAYMENT CHARGES 
FOR HEALTH SERVICES 

Such factors as age, sex and income composition of 
a population affect the rate at which health services 
are used. Some groups use health services more heavily 
than others: for example, the elderly utilize hospitals 
more than two and a half times as much as younger 
people, and see physicians about 60 percent more 
often,(18) and women use physician services to a 
greater extent than do men. (19) 

Blue Cross, Blue Shield and group practice prepay- 
ment plans, such as the Kaiser Plan originally estab- 
lished charges for all subscribers according to the aver- 


age cost of the services used by a large cross-section 
of the population. Under such a system, older persons 
who normally need more extensive medical care make 
the same prepayment as younger persons. When pre- 
payment costs are borne equally by all members, this 
is known as “community rating”, which is distinct 
from the “experience rating” used by insurance com- 
panies and other prepayment organizations. 


When insurance companies entered the field of pre- 
payment in force and “experience-rated” their groups, 
a major problem was created. This kind of insurance 
offers cheaper rates to groups composed largely of 
“low risks”, people less likely to make extensive use 
of health services, and places the burden of higher 
payments on groups which have a relatively high pro- 
portion of older persons and women. 


By thus nullifying the principle of spreading the 
risk equally among the largest number of people, ex- 
perience rating raises the cost of prepayment for pre- 
cisely those people who have the greatest need for 
services. Ultimately, this kind of rating would reduce 
groups to smaller and smaller segments, with the end 
result that medical payments would again become an 
individual matter. 


A few of the larger plans which provide direct 
health services, such as the Kaiser Foundation Health 
Plan, have maintained charges to subscribers substan- 
tially on a community-rating basis, although Blue 
Cross, Blue Shield and a number of other service plans 
have been compelled to switch to experience rating in 
order to meet the competition from the commercial 
companies. 


Understandably, many health and welfare funds 
and employers, caught in the squeeze. between having 
limited amounts to spend for health services and the 
rising cost of medical care, have been buying experi- 
ence-rated plans and continually demanding more 
favorable rates. About 1,200,000 workers plus their 
dependents are covered under collectively bargained 
health plans in California, most of which are experi- 
ence-rated.(20) Whether community-rated plans can 
continue to withstand competitive pressure from com- 
mercial insurance companies is a serious question. © 


Continuation of experience rating is not in the public 
interest because its progressive effect is to raise health 
insurance costs beyond the reach of an increasingly 
larger portion of the population. The aged, the chron- 
ically ill, the unemployed and others who are consid- 
ered “high risks” are able to cover little if any of their 
health costs through this kind of prepayment and 
many become medically indigent and public charges. 

Unless prepayment plans community-rate their 
membership, it will be virtually impossible to make 
comprehensive prepaid health services available to 
every Californian regardless of income, age, sex or con- 
dition of health. 
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The Committee recommends that prepayment or- 
ganizations renew and strengthen the principle of 
community rating in order that the maximum num- 
bers of the community may be served fairly and 
adequately. 

The essence of community rating is to charge each 
group the same for the same benefits. The Com- 


mittee believes that in order to assure this the State 
would have to fix the rate to be charged. 


The Committee recommends that the State ex- 
tend its premium rate regulating authority to all 
organizations providing for prepayment of health 
services, including commercial insurance, non- 
profit corporations, medical partnerships and 
others. 


PROTECTION NEEDED WHEN 
LEAVING THE GROUP 


Members of groups covered by health plans face 
serious problems when they leave the group; in the 
majority of cases their insurance is automatically ter- 
minated. In 1959 only about 33 percent of group 
policyholders with commercial insurance throughout 
the United States were entitled to convert to indivi- 
dual policies on termination of group status.(21) In 
some instances where the withdrawing member is per- 
mitted to switch to another plan, this is often with 
greatly reduced benefits at a higher premium. Rarely 
can he continue his insurance with the same protec- 
tion at the same cost when he leaves the group. This 
works a particular hardship on people who are retiring 
from employment because of age or disability. 

The New York State Insurance Department re- 
cently studied voluntary health insurance for the 
aged.(14) As a result, New York now requires con- 
tinued coverage at the option of the insured after ter- 
mination of employment or at retirement. 


The Committee recommends that group policy- 
holders, when leaving the group, have the right to 
convert to individual policies without evidence of 
insurability or lapse of coverage, and that con- 
verted polices provide for essentially the same 
benefits, exclusions and premiums as that of the 
group. 

Individual health insurance policyholders should be 
similarly protected. 

The Committee recommends that individual 
health policies be noncancellable and renewable 
without premium increase unless all premiums 


and/or benefits in that insurance class are 
changed. 


The recommendations above are for immediate 
action. As a long-range goal: 


The Committee recommends that means be found 
through prepayment to cover the cost of medical 
services after retirement. 


BENEFITS ARE LOW 


Prepayment can serve its full purpose only by pro- 
viding benefits which are meaningful as to kind and 
quantity. These should include hospital room and 
board and other hospital services; physicians’ and sur- 
geons’ services, both in and out of the hospital; diag- 
nostic, X-ray and laboratory services both in and out 
of the hospital; and perhaps other relevant services. 

While the California Insurance Code gives authority 
to the Insurance Commissioners to set minimums for 
health insurance benefits, these have been set so low as 
to be completely unrealistic. For example, the present 
hospital room and board insurance minimum allow- 
ance is $3 per day, despite a statute which requires 
that benefits be of “real economic value to the in- 
sured”’.(22) The Committee believes that minimums 
should be raised immediately to carry out the express 
intent of the statute. 


STANDARDS OF UNIFORMITY 
NEEDED FOR PREPAYMENT 


Prepayment plans should be required by law to meet 
standards. Graded standards for health insurance poli- 
cies should be established which specify: 


1. The type of benefits covered by each grade 
of policy. For example, the lowest grade might 
include only hospital benefits; the highest grade 
all health services. 


2. The extent and amount of the benefits covered 
by each grade of policy. For example, the low- 
est grade might include hospital room and 
board benefits of $10 per day for 31 days; the 
highest grade semiprivate room rates for 365 
days. 

No policy should be approved for sale which falls 
below the lowest grade. Standards should be reviewed 
periodically to bring them into line with changing 
costs and changing patterns of medical care. 


The Committee recommends that the State estab- 
lish a system of standards for grading policies for 
prepayment of health services according to the 
type and extent of benefits and exclusions, and re- 
quire that the grade of each policy be clearly indi- 
cated on its face; and that standards be reviewed 
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PERCENT OF INCOME PAID OUT IN BENEFITS 
CALIFORNIA, 1955-1959 





Blue Cross (Northern California) 


Group 
Individual 


Blue Cross (Southern California) 


Group 
Individual 


California Physicians’ Service 
Group 
Individual 


Insurance Companies 
Group 
Individual 


1955 | 1056 1959 








na Not available. 


Source: 
Physicians’ Service. 


Direct correspondence with Blue Cross and California 


State of California, Insurance Commissioners’ Annual 


Reports, 1955-1958. 


periodically and policies falling below the lowest 
standard not be approved for sale. 


SOME PREPAYMENT DOLLARS USED 
FOR NONMEDICAL COSTS 


Prepayment cannot be a fully effective means for 
easing the payment of health costs so long as a sub- 
stantial portion of the prepayment dollar is diverted 
to nonmedical expenses. 

The proportion of prepayment plan income re- 
turned in benefits is known as the “loss ratio,” and 
this varies considerably among different plans. Over 
four years (1955-1958), service plans in California paid 
out more than 90 cents on every prepayment dollar 
for benefits to their members. During the same period, 
commercial insurance companies returned 76 cents 
for every prepayment dollar (on both group and indi- 
vidual policies combined and including cash payments 
for loss of income).(23) 

In the case of commercial insurance companies, the 
amount kept back also includes profit and 2.35 percent 
of the premiums collected for taxes. 


BENEFIT PAYMENTS ON GROUP INSURANCE 


On group insurance, the average vearly loss ratios 
of Blue Cross and Blue Shield and the average for all 
commercial insurance companies ranges between 81 
and 98 percent. Many commercial companies write a 
large volume of group insurance with loss ratios re- 
maining consistently above 90 percent. However, some 
companies writing group insurance consistently pay 


out less than 70 cents of every prepayment dollar for 
benefits. Thus, over the last four years (1955-1958), 
seven percent—$72,000,000—of the total volume of 
group health insurance written by commercial insur- 
ance companies returned less than 70 cents of the pre- 
payment dollar in benefits. For example, company A 
wrote $32,000,000 worth of group insurance during 
this period and paid out less than $21,000,000, or 64 
cents on every dollar of premium. Company B wrote 
almost $10,000,000 worth of group insurance and re- 
turned a little over $5,000,000, or 55 cents on the 
dollar. Several companies reporting group insurance 
for the first time in 1957 or 1958 showed excep- 
tionally low loss ratios. (23) 


BENEFIT PAYMENTS ON INDIVIDUAL INSURANCE 


Of the total amount of prepayment written. by 
Blue Cross and Blue Shield in 1958, 26.5 percent or 
$30,578,089 was issued to individuals or families not 
members of groups.(24) In 1958 the commercial in- 
surance companies wrote slightly over $100,000,000 of 
individual and family health insurance (25 percent of 
their total disability insurance volume including loss 
of income policies *).(23) Since insurance issued to 
individuals rather than groups must be solicited and 
collected on an individual basis, it involves more ad- 
ministration and other overhead costs, which accounts 
in part for its relative expensiveness over group in- 
surance. Nevertheless, Blue Cross and Blue Shield paid 


’ Accident and health, noncancellable, and hospital and medi- 
cal. Accident and health and noncancellable categories 
include loss of income insurance. 
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out 84 cents on every dollar on individual policies in 
1958 while the commercial insurance companies paid 
out only 44 cents. 

While some commercial companies pay out more 
than 50 cents of the prepayment dollar from indi- 
vidual policies, many others pay out much less. Of a 
total of $133,000,000 worth of individual hospital and 
medical insurance written in California by commercial 
companies during the four-year period of 1955-1958, 
almost $61,000,000, or 46 cents on the doilar was paid 
in benefits. Company C wrote $23,000,000 worth of 
individual hospital and medical insurance and returned 
$8,000,000—or 35 cents on every dollar. Company D 
wrote $5,000,000 and returned $1,500,000—or 30 cents 
on every dollar.(23) 

Since Blue Cross, Blue Shield and some insurance 
companies have demonstrated that fair value can be 
returned on both group and individual prepayment, 
they should be used as the yardstick for measuring 
whether benefits paid are reasonable in relation to 
premiums charged. Statutory controls are needed to 
insure the public a fair return on the money it spends 
for prepayment. 


STANDARDS OF REASONABLENESS 


State regulation of insurance has long been accepted 
in the United States. Such regulation, now recognized 
as necessary and proper, checks on the licensing, quali- 
fications, financial solvency of insurers, and also on 
contracts and practices which might victimize the in- 
sured.(25) However, although premium rates for most 
other forms of insurance are closely regulated, health 
insurance premium rates (other than for credit acci- 
dent and sickness insurance) are not regulated at all 
except in New York and Pennsylvania. 

In several states, Blue Cross and Blue Shield recently 
became subjects of special inquiry by insurance com- 
missioners and legislatures. As the costs of health care 
rise, there will be increasing public pressure to regu- 
late all prepayment plans more closely. California reg- 
ulates the retention charges of Blue Cross. On the other 
hand, the State of California does not regulate Califor- 
nia Physicians’ Service, Kaiser Foundation Health Plan 
or other independent direct service plans. The Califor- 
nia Insurance Commissioner lacks authority to regulate 
health insurance rates or loss ratios either for these 
groups or for commercial insurance companies. (Such 
type of authority has been granted to insurance com- 

missioners in many states.) As of 1954, seventeen states 
required that approval of individual or family group 
accident and sickness insurance be withdrawn “if the 
benefits provided therein are unreasonable in relation 
to the premium charged”. However, these laws do not 
specify standards for judging reasonableness. (25) 


The Committee recommends that the State ap- 
prove only those individual health policies provid- 
ing benefits reasonable in relation to the premium 


charged, and that each prepayment organization 
each year be required to notify subscribers or pol- 
icy holders of its claims experience. 


PREPAYMENT PLANS SHOULD ESTABLISH 
COST AND QUALITY CONTROLS 


It has been suggested that prepayment plans them- 
selves assume active responsibility for upgrading stand- 
ards of quality, since more than 127 million Americans 
in 1959 had some form of prepayment.(11) Consumer 
groups (unions, employers, insurance companies), as 
well as the health professions, have a large stake in 
developing administrative mechanisms for maintaining 
the quality of care inside and outside hospitals. 

Voluntary measures have already been undertaken 
in some instances. In New York the Health Insurance 
Plan of Greater New York has established a medical 
control board which sets standards relating to educa- 
tion, group organization, facilities and equipment of 
member groups.(26) Windsor Medical Services of 
Windsor, Ontario, denies payment to participating 
physicians when its physician review board decides 
that service given was unnecessary.(27) In Michigan, 
Blue Cross has established standards for new hospitals 
and makes payments only to hospitals which meet the 
standards.(28) In New York, it has been recommended 
that benefits be paid only to hospitals accredited by 
the Joint Commission, and that unaccredited hospitals 
be given three years to gain accreditation, with a fur- 
ther extension of two years if evidence of compliance 
is shown.(29) In California, the San Joaquin Founda- 
tion for Medical Care, sponsored by the San Joaquin 


“County Medical Society, has set up controls which 


extend the principle of the internal medical audit to 
physicians’ offices and home care.(30) It has been 
suggested that medical audit committees should be 
jointly sponsored by the Blue Shield Plans and the 
medical societies. 

In Philadelphia, Blue Cross in an attempt to reduce 
overuse of hospitals, provides outpatient diagnostic 
benefits and visiting nurse service after hospitaliza- 
tion.(15) The Philadelphia County Medical Society 
has set up a Physicians’ Review Board to investigate 
unnecessary admissions, overuse of ancillary services 
and needlessly prolonged hospital stays. 

However, most prepayment organizations do not 
concern themselves with the quality of care for which 
they pay. Consumers should be included on govern- 
ing boards of prepayment plans to stimulate these 
organizations to play a more active role in working 
with the professions in upgrading the quality of care 
and to develop more concern for cost. 


The Committee recommends that half the mem- 
bership of governing boards of nonprofit prepay- 
ment organizations be representative of commu- 
nity and consumer groups. 
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SOURCES OF ADDITIONAL FUNDS FOR PREPAYMENT, 

Prepayment for health services should cover as 
many people as possible and cover the broadest range 
of services. That is, prepayment plans should be com- 
prehensive in scope. Most prepayment plans not only 
fall short of these goals but also are too expensive for 
many of the people who most need health care. 

If the public is to benefit fully from the revolution- 
ary scientific advances of the past thirty years, much 
more money must be spent on health care. The 
method of payment is as important as the sums spent. 
In order to achieve the long-range goals set forth in 
this report, new ways of raising money for health 
care must be found. 

The Committee hopes that the following suggestions 
will be studied and evaluated by a body charged with 
the responsibility for weighing the alternatives, investi- 
gating their costs and practicality, and arriving at 
workable solutions. 

Additional funds needed to broaden prepayment 
programs could come from one or several of the fol- 
lowing sources: 


1. Through increased use of individual prepay- 
ment. Effective control and supervision of pre- 
payment plans would bring the cost of 
prepayment within reach of larger numbers 
of people and encourage the purchase of more 
and better health coverage. 


2. Through increases in collectively bargained 
plans, unilateral management and employees 
plans and other group plans. Prepayment fur- 
nished through such means is not just a 
“fringe” benefit, some trivial or “extra”, but 
an important form of compensation. There has 
been a notable trend toward continuing cover- 
age for workers after retirement from employ- 
ment. If all plans were to provide paid-up 
coverage for retired workers, they would go 
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Increase to 6,000 
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far toward alleviating health care problems of 
the aged in the future. 


. Through the use of the State general fund to 


provide prepayment for those segments of the 
population unable or ineligible to secure their 
own health insurance—the unemployed, the dis- 
abled, the aged, etc. 


. Through the use of the Federal Social Security 


mechanism. 


. Through the use of special taxes, all or a por- 


tion of which could be earmarked for the 
purpose of purchasing health care. Examples of 
these are property taxes, sales taxes, income 
taxes, employer and employee payroll taxes. 
While many different taxes might be enume- 
rated, most of them have already been com- 
mitted for the support of government at its 
various levels. The primary source of revenue 
for the operation of the Federal Government is, 
of course, the income tax. Although the State 
also makes use of the income tax as a source of 
revenue, it is questionable whether it could 
provide additional funds for health services. 
Use of the property tax as a source of revenue 
is confined to city and county governments, is 
not available for use by the State, and is already 
committed. 


. A special case of the use of the employee pay- 


roll tax would be the expansion of California’s 
present Unemployment Compensation Dis- 
ability Program. In presenting an analysis of 
this method for raising additional funds, the 
Committee wishes to emphasize that it did not 
make a decision to endorse or not endorse this 
alternative. Some members of the Committee 
felt that this was one concrete approach to the 
problem of raising additional funds. This pro- 
posal, along with others, should be studied ex- 
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1 Based on 1959 average covered employment of 3,750,000. 


2 That portion of tax presently devoted to health benefits. 
Total current income from the one percent tax is $149.2 
million, of which the bulk goes for cash payments for loss © 


of wages. 
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tensively by a group of experts ,in the field. 
Consequently , the following outline is sub- 
mitted. 


UCD PROPOSAL 


Expansion of the Unemployment Compensation Dis- 
ability Program could provide a health service plan for 
eligible California workers comparable to those pro- 
vided under some collective bargaining agreements and 
others supported by employers. Such a plan should 
include at least 120 days of hospital ward room accom- 
modation, ancillary hospital services, surgical and med- 
ical services in the hospital, and outpatient diagnostic 
X-ray and laboratory services. 


PAYING FOR THE PROGRAM 


Of funds currently raised from the present payroll 
tax (one percent of wages up to $3,600 per year), 
about 53 cents for each covered employee per month 
is used for hospital benefits, $12 cash reimbursement 
for each day in the hospital up to a maximum of 
twenty days. The amount now available for hospital 
benefits obviously would not cover a health plan such 
as that described above. The following table indicates 
estimated additional funds that would become avail- 
able for health benefits, based on an additional one 
percent payroll tax. 

By increasing the Unemployment Compensation 
Disability tax from one to two percent and raising the 
taxable wage limit from $3,600 to $6,000, approxi- 
mately $6.50 per month per worker would become 
available; a ceiling of $10,000 would yield about $7.50. 
Examples of group health plans presently available at 
such prices are (1) California Physicians’ Service 
Health Plan for California State Employees Associa- 
tion members, and (2) Kaiser Foundation Health Plan 
“BB” coverage. Both these plans provide hospital, sur- 
gical and medical services for the employee but not for 
his dependents, at slightly less than $7 per month. 

The estimates assume that about one-sixth of the 
first one percent tax on the first $3,600, as well as all 
additional funds raised, would be available for health 
benefits. Actually, since the cost of benefits now pro- 
vided exceeds the current income of the UCD pro- 
gram, additional funds will be needed to maintain the 
present level of benefits. When these are covered, the 
additional funds from the added one percent would 
be available for health benefits. 


_ INTEGRATION OF UCD PROGRAM 
WITH PRESENT HEALTH PLANS 


Funds from an expanded Unemployment Compen- 
sation Disability Program as described above would 
adequately cover the cost of a basic health plan for a 
worker. Funds from collectively bargained and other 
employer-employee plans already in existence could be 
used to provide prepayment protection for the 
workers’ dependents, as well as to supplement the 
basic UCD health plan for the worker himself. 


EXPANSION OF COVERAGE BY UCD 


Of 5,800,000 people employed in California, about 
2,000,000 are not covered under the UCD program 
and many among these are not protected by any form 
of prepayment.(31) Some of these are agricultural 
workers, employees of interstate railroads, public em- 
ployees, domestic workers and self-employed persons. 
If the UCD program were expanded to include these 
groups, except federal government and interstate rail- 
road employees (who are covered by other plans), an 
additional 1,800,000 workers would be brought into 
this program. 


The Committee recommends that in order to 
broaden the prepayment of health services as rec- 
ommended by this Committee, new sources of rev- 
enue, both private (individual and organized) and 
public be found, and that to this end a special ob- 
jective study be initiated, to be aimed particularly 
at the problem of financing a minimum of prepaid 
health service for substantially the entire popula- 
tion, as well as the problem of financing State 
supported programs other than prepaid health 
services. 

PUBLIC SECTOR OF CARE 


Almost $580 million a year from government sources 
is spent in California for health services, excluding 
capital outlays. Approximately $125 million of this 
amount comes from the federal government, mostly 
for the care of veterans.(32) State tax funds supply 
$260 million, of which almost one-half is spent for 
the care of the mentally ill.(33) Approximately $195 
million of local government funds spent on health 
services goes principally to maintain county hospi- 
tals. (34) 


PEOPLE ELIGIBLE FOR PUBLIC MEDICAL CARE 


Since World War I, the greatest amounts spent by 
the federal government for medical and hospital care 
have been for veterans. In California, federal hospitals 
provide about one-fifth of all hospital care for all per- 
sons, both public and private. 

California, like most states, spends more money on 
the operation of hospitals for the mentally ill than 
for any other State-supported health service—about 
$120 million annually, excluding capital outlays. (33) 
The State also provides medical and hospital care for 
crippled children, health services in connection with 
vocational rehabilitation, and for other types of care 
for which federal funds are pooled with State, and 
sometimes local funds. For other types of illness, such 
as tuberculosis and alcoholism, the State partially sub- 
sidizes treatment services operated by local agencies. 
It has been a growing State responsibility to provide 
matching funds for health services to recipients of 
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various categories of public assistance programs—the 
needy aged, the blind, children and the disabled. 

Traditionally, health services to indigent persons 
have been furnished by California counties. During 
recent years, county hospitals have assumed increasing 
responsibility for the health care of the growing num- 
ber of aged, many of whom have long-term illnesses 
and limited financial resources. In 1955, for example, 
county hospitals furnished about one-third of all hos- 
pital care (in terms of rfumber of days of care) for 
Californians over 65.(19) 


WAYS OF PROVIDING CARE 


Government provides care largely through the di- 
rect operation of facilities, which accounts for more 
than half the money it spends for health care. The 
Veterans’ Administration operates several hospitals 
in California and the State Department of Mental Hy- 
giene and the counties operate mental and county 
hospitals respectively. 

In recent years, however, government has been pur- 
chasing care from hospitals, physicians and other ven- 
dors. For example, the Veterans’ Administration’s 
‘“home-town medical care programs” permits veterans 
eligible for care to select physicians in their own com- 
munities. The Medicare program buys similar health 
services for dependents of armed forces personnel, and 
California’s public assistance medical care program 
pays for services of physicians and other private ven- 
dors, a practice also long followed by the Crippled 
Children Services. 

California also subsidizes certain services which are 
administered directly by local agencies. The earliest of 
these were established for tuberculosis programs. The 
State now pays subsidies to local agencies for mental 
illness programs (Short-Doyle), rehabilitation of alco- 
holics, and other health services. 

A promising development in the use of government 
funds is for demonstration health projects. Using funds 
earmarked for this purpose, health agencies in Califor- 
nia have initiated programs designed to improve the 
quality and enlarge the scope of care for older per- 
sons, control chronic diseases and protect workers 
from occupational hazards. 

One such example is the program of the Fairmont 
Respiratory and Rehabilitation Center in Alameda 
County, which trained nurses for working with dis- 
abled and elderly persons. Three-week courses were 
given twice a vear for three years. Approximately 150 
nurses from all parts of California received this inten- 
sive training in modern rehabilitation concepts and 
principles related to reducing disability due to chronic 
illness. 

Another example is the program by the San Mateo 
County Health Department, which under supervision 
of a medical team from the San Mateo County Hos- 
pital, equipped a private nursing home for physical 
and occupational therapy to demonstrate what can 


be accomplished by providing restorative services in 
nursing homes for bedridden patients. 

These projects indicate that many advances can be 
made in solving community health needs without ex- 
cessive increase in government expenditures. 


The Committee recommends that the State pro- 
vide funds for demonstration projects designed to 
develop more economical and effective patterns 
of health care. 


SOURCES OF FUNDS 

General taxes raised by local, State and federal gov- 
ernments provide most of the public funds for health 
services in California. However, the State uses several 
other methods for raising money for health care. The 
most important is the Unemployment Compensation 
Disability Insurance mechanism which taxes wages 
and salaries (see previous section on the Unemploy- 
ment Compensation Disability Program). The recently 
established alcoholic rehabilitation program is financed 
from alcoholic beverage license fees. Funds used to 
furnish medical and hospital care for occupational ac- 
cidents and illnesses are provided through insurance 
required by law. 


QUALITY OF CARE 

Like nongovernmental health programs, standards 
for governmental health services have been receiving 
much attention recently. Those directly operated by 
government, as the veterans’ hospitals, State mental 
hospitals and county hospitals, have been improving 
in line with the general improvement in private insti- 
tutions. In making funds available to states and local 
communities, the federal government specifies only 
a national minimum standard; many states, however, 
such as California, maintain health services at higher 
levels. 

Health service programs supported by the State 
vary considerably in specifying standards of quality. 
For example, the Public Assistance Medical Care Pro- 
gram does not specify any qualifications for the serv- 
ices rendered by medical practitioners. On the other 
hand, the Crippled Children Services require that par- 
ticipating hospitals meet certain standards and that 
physicians be specially qualified. 

The quality of State health programs could be im- 
proved if local governmental agencies were supported 
only when they met certain standards set by the State. 
(In the case of the tuberculosis subsidy, this method 
has worked effectively for many years.) Although the 
quality of care generally is good, procedures are 
needed which would enable the State to set up guide- 
lines and standards for State and local health programs, 
which currently differ widely among various localities. 


PREPAYMENT FOR GOVERNMENT EMPLOYEES 
About 875,000 workers—about 15 percent of the 
total labor force in California—are employed by fed- 
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eral, State and local governments.(31) Until recently, 
with the exception of some local agencies, government 
has not provided financial assistance in obtaining pre- 
paid health services to these employees either for 
themselves or their dependents. As recently as 1953, 
of 44 counties and 85 cities in California participating 
in a survey of health and welfare benefits, only 28 
percent of the counties and 27 percent of the cities 
paid part or all of the cost of prepayment plans for 
their employees.(35) No local agencies with large 
numbers of employees provided such assistance. 


- By 1959, for the same group of counties and cities, 
the proportion paying part or all the cost of employee 
prepayment plans had increased to 73 percent and 82 
percent, respectively. Although the City and County 
of San Francisco is now paying a part of the cost of 
prepayment for its employees, other large jurisdictions 
such as the County of Los Angeles, City of Los An- 
geles, City of Oakland and Los Angeles City School 
District are not. 


On July 1, 1960, the federal government embarked 
on a major prepayment ‘program for its employees 
and their dependents. In California it covered about 
190,000 workers and 230,000 dependents, and this is 
now the largest health plan operating in California. (36) 
Employees may choose from among several different 
types of health plans and may select either a high or 
a low option in each plan. Prepayment charges for 
the high options range from $17.36 to $22.92 per 
month for an employee and his dependents; low op- 
tions range from $11.06 to $16.68.(37) The federal 
government contributes a maximum of $6.76 a month 
for each employee. 


Employees of the State of California are one of the 
few large groups of workers still without any prepaid 
health plan administered or financed at least partly by 
employers. Including retired employees, University of 
California and State College faculty and employees, 
this group totals nearly 135,000 persons.(37) Various 
groups of these employees have arranged for prepaid 
health protection with insurance companies and health 
service organizations under a variety of prepayment 
plans. 


The California Assembly Committee on Civil Serv- 
ice and State Personnel is now considering a proposal 
to provide prepayment for all State employees, active 
and retired, to be financed partly by the State. 


The Committee recommends the State exert 
leadership in the field of voluntary prepayment 
for health care by setting up a program for State 
employees which follows the prepayment princi- 
ples set forth in this report. 


Analysis of the health needs of State employees 
should be made by a qualified agency of the State and 
a plan or several plans be tailored to meet employee 
needs. After specifications are developed, competitive 
bids should be invited. The amount and extent of bene- 
fits to be provided should be established by the State 
agency which administers the program. Consideration 
should be given to establishing two levels of benefits, 
as was done in the Federal Employees Health Benefits 
Program. 

The high level should include the most comprehen- 
sive benefits possible. Particular attention should be 
given to certain benefits current health plans seldom 
provide. These are: psychiatric care in and out of 
hospital; preventive health services, such as physical 
examinations, immunizations and diagnostic tests not 
related to specific illnesses; drugs and medicines outside 
the hospital; refractions; eyeglasses; hearing aids. 


The Committee recommends that the State de- 
velop specifications for a comprehensive prepaid 
health program. 


As has been noted previously, prepayment organiza- 
tions have begun to assume responsibility for upgrad- 
ing prepayment plan standards of quality. Financial 
incentives and other devices have also been provided 
to control excess costs. One device for achieving econ- 
omy in a state program is to restrict the number of 
plans available to a minimum number consistent with 
freedom to choose from among basically different 
types of prepayment plans. The Committee believes 


. that the greatest economy would result from limiting 


employee choice to one indemnity plan, one contrac- 
tual service plan (e.g., Blue Cross, Blue Shield) and 
one or more direct service plans (e.g., Kaiser Founda- 
tion Health Plan, Ross-Loos Medical Group) operat- 
ing in the various geographical areas of the State. The 
Committee believes that automatic blanketing into a 
new program of existing plans by a “grandfather 
clause” is undesirable. 


The Committee recommends that a State agency 
that can provide leadership and technical skills 
in the health and prepayment fields, and continu- 
ously evaluate the cost and quality of medical care 
provided, be made responsible for the program. 

The Committee recommends that retired em- 
ployees and their dependents be enrolled at the 
same premium rates and benefit coverages as ac- 
tive employees, and that local public jurisdictions 
be permitted to enroll their employees in the State 
health plan. 
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Chapter 5 
HOSPITALS FOR A GROWING CALIFORNIA 


The Problem 


Huge expenditures for hospital facilities have been 
necessary in order to keep pace with the health care 
needs of the great increase in California’s population 
since 1940. 

The vigorous action of many sponsors has succeeded 

in building nearly one-half of the State’s 150,000 hos- 
pital beds since World War II, at a cost of almost 
one billion dollars. This has resulted in a ratio of 9.5 
beds of all types for every 1,000 people in California. 

It is estimated that California’s population, now over 
fifteen and one-half million, will reach over twenty- 
five million by 1975.(1) If hospital construction is to 

_ continue at its present rate, enough to maintain the 
_ fatio of 9.5 beds of all types for every 1,000 people, 
_ nearly one and one-half billion dollars must be spent 
for new buildings between now and 1975 and another 
one-half billion dollars for modernizing existing facil- 
_ ities (Appendix Table 2). Financing this construction 
_ represents a staggering public burden, regardless of 
_ the source of funds. 
Patients frequently are hospitalized because there 
_ are no appropriate community facilities which provide 
_ a more satisfactory method of treatment. Also, some 
_ prepaid insurance plans require that the patient be in 
_ the hospital before reimbursement can be obtained. In 
‘ aaty hospitals, nursing homes and State mental hos- 


pitals, patients are admitted for long periods of hos- 
pitalization because there seems to be no other more 
appropriate place established in which to treat them. 


Toa large extent hospitals are caught in the sweep 
of economic forces beyond their control— high labor 
Costs, increased expense of equipment and maintenance, 
and scarcity of personnel. Lack of organized planning 
has, in many instances, led to expensive duplication of 
services and poor distribution of facilities. 


Hospital care of high quality can be. provided with 
fewer new beds if certain principles of planning are 
accepted and activated. The Committee proposes a 
goal of 7.5 beds per 1,000 population, with the recog- 
nition that this can be attained only after several years 
of strenuous Statewide effort. Planning for proper geo- 
graphic distribution, type, size and use of facilities 
must be subiect to continuous study and revision in 
compliance with changing circumstances—advances in 
medical science, changes in medical practice and eco- 
nomic and social developments. 


The Committee believes that with proper planning 
7.5 beds can produce the same level of service now 
being provided by 9.5 beds, and at a savings of more 
than $650 million in construction costs alone between 
now and 1975. 


To attain this goal, the Committee recommends that: 


2 ar The State establish a basis through which re- 
~ gions of California can develop long-range 
programs for coordinated expansion and use 
____ of hospitals and related health facilities and 
services. The State Department of Public 
Health should be responsible for developing 
regional plans based on recommendations of 
Se Regional Advisory Councils composed of rep- 
o a resentatives of the public, hospitals and phy- 
r : _ sicians. State funds for administration of the 
Ba: program should be appropriated. 
ie (Proposed legislation is appended) 










1 The State make funds available to counties 
for local presen: designed to reduce need 
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for hospital beds through rehabilitation and 
home care. Existing State programs which en- 
courage prevention, rehabilitation and re- 
lated health care should be extended. 


3. The State establish a program to guarantee 
construction loans by banks and other lend- 
ing agencies to nonprofit community hospitals 
to provide an adequate and dependable 
source of loan funds to supplement voluntary 
donations, grants of government funds and 


other sources of capital financing. 


(Proposed Constitutional Amendment and Legisla- 
tion are appended under which the program will be 
financially self-supporting after initial organizational 
costs are covered by an appropriation.) 
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ROLE OF HEALTH FACILITIES 
IN MODERN MEDICAL CARE 

Hospitals and other health facilities in California are 
not components of a highly organized hospital system 
which functions under central control and direction. 
Many types of institutions, under various kinds of pub- 
lic and private ownership and control, provide these 
services. (Appendix Table 3.) These include general 
hospitals, mental hospitals, chronic disease hospitals, 
nursing homes, tuberculosis hospitals, rehabilitation 
centers, public health centers and other specialized 
facilities, and they are operated by religious and other 
voluntary nonprofit organizations, private owners, 
counties, cities, hospital districts and the State and fed- 
eral governments. 

The Committee is conscious of the high standards of 
health care which have developed in this country 
through modern medical practice and the evolutionary 
growth of the voluntary hospital system. In the Com- 
mittee’s judgment, it is desirable to develop methods 
by which the present voluntary system, in cooperation 
with governmental agencies, can find solutions to cur- 
rent problems. It is felt that this would be preferable 
by far to creating a system of hospitals centrally ad- 
ministered and controlled. 

Services of hospitals and related medical institutions 
are now a vital component of modern medical care 
and have become increasingly complex and costly. As 
medical science continues to advance, the medical and 
other health professions will place greater reliance on 
hospitals and related institutions. This will have great 
influence on the development of California hospitals 
for the next several years. The role which community 
health services are to play in modern medical care 
and the actions which can be taken to improve their 
capacity for public service must be identified and 
clearly expressed. 


RESPONSIBILITY FOR MEDICAL 
AND HEALTH CARE 

In making available highly organized, technical, 
complex and expensive services, the hospital does not 
practice medicine and does not assume responsibility 
for medical treatment of patients. These functions are 
the physicians’. However, hospitals and related insti- 
tutions do have extensive legal, moral and other re- 
sponsibilities for the quality of medical care provided 
in the institution. The medical staff exercises control 
by authority of the hospital’s board of trustees. 

As a community medical center, the hospital has 
responsibility for assuring that patient care can be 
extended beyond the walls of the hospital into the 
community through such activities as home care pro- 
grams. 


PUBLIC NATURE OF HOSPITALS AND 
RELATED HEALTH INSTITUTIONS 


Many hospitals had their origin in church activity 
and private philanthropy. The public character of non- 


profit hospitals is recognized by laws which exempt 
them from income and property taxes. In California, 
nonprofit hospitals may exercise the right of eminent 
domain, ordinarily reserved for agencies of govern- 
ment. California’s constitution and statutes recognize 
nonprofit hospitals as “public agencies”. The public 
nature of institutional services also is established 
through hospital and health facilities operated by 
county government, the State mental hospital system, 
hospital districts, cities, the State university and agen- 
cies of the federal government. 

While hospitals are primarily public service institu- 
tions, the Committee found that some confusion exists 
as to the role of hospitals in modern society because 
some are operated for profit and others on a commu- 
nity service basis. Failure to resolve this issue clearly 
underlies some of the difficulties in achieving maxi- 
mum public benefit from health institutions. If hos- 
pitals are to function as community service institutions 
rather than competitive enterprises, profit must be 
subordinated to patient welfare. 


RESPONSIBILITY OF GOVERNMENT 
FOR HEALTH CARE 


While each person has the responsibility for main- 
taining his health, he has the right to expect that all 
health resources will organize their activities and dis- 
charge their responsibilities in a manner which will 
make health service of a high quality readily and effec- 
tively available. 

In the past 15 vears, licensing by the State-Depart- 
ments of Public Health and Mental Hygiene has added 
to the standards of voluntary organizations. Licens- 
ing establishes standards for construction, equipment, 
safety and sanitation, food services, and professional 
staffing, including nurses and other professional em- 
plovees. It does not cover standards of medical prac- 
tice, except by requiring that medical staffs be organ- 
ized, and that orders for medical treatment be in writ- 
ing. 

Government has a primary responsibility for fur- 
nishing leadership in providing medical and _ institu- 
tional care. Social, economic and political factors play 
an important part in this relationship. . 

No overall plan for construction of new hospital 
and medical facilities would be complete without tak- 
ing into account governmental as well as voluntary 
services. 


EXTENT OF SERVICES 


More than 2,000,000 Californians now spend over 
43,000,000 days per year as hospital patients in all 
types of institutions. This is approximately three days 
per person per year. (Appendix Table 1.) Older peo- 
ple use approximately twice as much hospital service 
per capita as younger people.(2) There are many 
other factors which influence the use of hospital facili- 
ties by people throughout the State. 


HOSPITALS FOR A GROWING CALIFORNIA 


Appendix Table 1 shows the distribution of care 
in California’s general and specialized hospitals. The 
general hospital provides service for more than 95 
percent of all the people who receive hospital care 
annually, and most admissions to other hospitals are 
made through them. Since the average stay per admis- 
sion is short, the general hospital provides only ap- 
proximately one-third of the total days of patient care 
furnished by all health facilities. The five percent of 
patients who are admitted to psychiatric hospitals, 
long-term care facilities and tuberculosis hospitals, use 
approximately two-thirds of the total volume of pa- 
tient service as measured in patient days. 


RELATIONSHIP OF GENERAL HOSPITALS 
WITH OTHER HEALTH CARE FACILITIES 


California’s general hospitals often are badly located 
and of inappropriate size to meet community needs 
effectively. Their relationship with other specialized 
health care facilities, such as chronic disease hospitals 
and nursing homes, are inadequately developed to pro- 
vide continuity of patient care. In addition, commu- 
nity general hospitals have been unable or unwilling 
to provide specialized services for the care of mental 
patients and those requiring long-term care. 


Traditional sponsorship through religious organiza- 
tions and other nonprofit groups has failed to develop 
facilities needed to keep pace with the demands of 
California’s growing population. In some regions, the 
gap has been filled by direct government action in 
building county and district hospitals. In other regions, 
there has been substantial building by proprietary 
owners. At present, 51.8 percent of the general hos- 
pital beds in the State, other than State and federal 
hospitals, are in nonprofit hospitals; 16.9 percent in 
profit hospitals; 21.9 percent in county hospitals; and 
7.7 percent in district and city hospitals. (Appendix 
fable 3.) 


LONG-TERM CARE AND MENTAL HOSPITAL 


California has more patients in mental hospitals than 
in general hospitals on any given day. Admissions to 
all mental hospitals, including those to State mental 
institutions, account for only 2.6 percent of total ad- 
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missions, but these receive 47.9 percent of the total 
patient days of care in California. State hospitals admit 
1.1 percent of the total admissions and provide 38.9 
percent of the total patient days of care. (Appendix 
Table 1.) There are very few beds in private mental 
hospitals, and most of these provide primarily cus- 
todial care. Few general hospitals have organized psy- 
chiatric departments. 

For many patients, particularly the senile and re- 
tarded, visiting nursing care can replace hospitaliza- 
tion. It is estimated that 17 percent of patients now 
in State hospitals are senile. If early diagnosis and 
treatment programs and community psychiatric serv- 
ices were adequate, probably 10 to 30 percent of all 
patients in mental hospitals could live at home. 

County hospitals and independent nursing homes 
with limited staffs and services meet as best they can 
the need of the aged and other patients who require 
long-term care, but these facilities are often inadequate 
and isolated from community medical resources. 


FACTORS WHICH LIMIT THE ABILITY OF HEALTH 
FACILITIES TO PROVIDE PUBLIC SERVICE 


Independent action by various public and private 
groups has produced hundreds of hospitals in Cali- 
fornia in a relatively short time. The total number of 
hospital beds has increased at approximately the same 
rate of growth as the State’s population. However, 
these beds at times do not meet community needs 
effectively because of type, size and location of the 
individual hospitals. 

Voluntary and public agencies have not provided 
clear objectives for the guidance of individual hospi- 
tals, nor have they succeeded in securing compliance 
by all hospitals with the limited community planning 
objectives which have been established. 

In metropolitan Los Angeles from 1950-1959, ninety 
new general hospitals were built. All but 7 were 
smaller than 150 beds, and all but 17 had less than 100 
beds. Projecting this to 1975 would result in 160 addi- 
tional general hospitals in Los Angeles, with only 14 
having 150 or more beds. (3) 

This problem is exaggerated in Los Angeles, but 
exists in varying degrees throughout the State. Lack 
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of coordinated planning has resulted in duplication and 
inappropriate use of expensive services and facilities, 
gaps in essential services, competition, and overbuild- 
ing in some areas and underbuilding in others. 

It is the Committee’s conclusion that California hos- 
pitals have developed in the past ten years in a hap- 
hazard manner which is not in the best public interest. 
Projecting California’s 1950-1960 building patterns to 
1975 would, in the Committee’s opinion, be disastrous. 


NEED FOR BETTER PLANNING 


California has made a beginning in planning through 
current activity of hospitals, professional groups, com- 
munity organizations and agencies of State govern- 
ment, including the State Department of Public Health, 
which administers the Hospital Survey and Construc- 
tion Program. But there is an urgent need for plan- 
ning California’s hospital expansion to provide for a 
population increase of ten million within the next 15 
years. This planning, to be effective, must reflect both 
Statewide and local viewpoints in such a way that 
voluntary and governmental resources can be mobil- 
ized most productively. 


DEVELOPMENT AND APPLICATION OF 
REGIONAL PLANS IN CALIFORNIA 


Real pressure exists to develop improvements in hos- 
pital planning, coordinate hospital use and develop 
better methods for collecting and analyzing informa- 
tion on hospital use. The issue in California is how 
best to mobilize the interest and force of the public, 
health professions, hospitals, other voluntary agencies 
and government, in a manner which will be most effec- 
tive and productive. : 

The legislative proposal recommended by the Com- 
mittee makes the State Department of Public Health 
responsible for devising long-range regional plans based 
on recommendations of regional advisory councils. 
These councils should be composed half of physicians 
and hospital representatives, and half of consumers. 

Regional plans should make estimates of future 
needs for each type of facility in relation to popula- 
tion growth, plan facilities of appropriate type, size 
and location, provide coordination of functions of in- 
dividual hospitals, and establish a basis on which to 
gain adherence of individual hospitals to overall 
community planning objectives. Proposals for con- 
struction or expansion of hospital facilities not in ac- 
cord with an approved regional plan would not be 
processed by the State Department of Public Health 
or Mental Hygiene until reviewed by the regional ad- 
visory council. Should the proposal prove to be in 
substantial conflict with the regional plan, the council 
would be empowered to order public hearings. 

The general hospital, as the key institution in the 
hospital system, should enlarge its scope to provide 
comprehensive community health services, including 
long-term care, psychiatric services, rehabilitation, 


organized home care programs, laboratory and other 
diagnostic services to assist the community’s practic- 
ing physicians. Regional plans should encourage re- 
habilitation programs to restore the aged, the handi- 
capped and the chronically ill to the maximum degree 
of self-sufficiency. 

Regional planning should also encourage progressive 
patient care in hospitals—the grouping of patients ac- 
cording to their degree of illness. Fullest possible use 
of organized home care programs should be advocated, 
particularly by county hospitals and in metropolitan 
regions. Careful consideration should be given to ways 
of avoiding duplication of specialized and costly serv- 
ices. Programs in appropriate institutions for educating 
doctors, nurses and other health personnel should be 
developed. 

Regional councils should assume leadership in en- 
couraging intensive treatment programs for patients 
with mental illness in community general hospitals and 
specialized local mental hospitals. These programs 
should include: 


. diagnostic and treatment centers affiliated 
with local, general or psychiatric hospitals 
to screen patients for outpatient care, short- 
term care in general hospitals or commit- 
ment to long-term care institutions. 


. psychiatric units for short-term care in com- 
munity general hospitals. General hospitals 
in larger communities should establish organ- 
ized services of a minimum size of 20-30 
beds. In smaller communities, all general hos- 
pitals should be encouraged to establish some 
beds to accommodate psychiatric patients. 


. postdischarge services. These facilities should 
serve mental patients who no longer require 
treatment in mental hospitals, but who are 
not ready to return to their homes and re- 
sume their place in the community. 


. sheltered workshops, foster home care, nurs- 
ing home care, day hospitals and night hos- 
pitals—to give support and guidance to pa- 
tients without requiring them to be 24-hour 
residents in a psychiatric hospital. 


Regional plans should include development of pub- 
lic health center construction and programs. Individual 
hospitals and medical facilities should devise time 
schedules for necessary expansion and modernization 
within the framework established by the regional 
plan. 


The Committee recommends that the State 
establish a basis through which regions of Cali- 
fornia can develop long-range programs for co- 
ordinated expansion and use of hospitals and re- 
lated health facilities and services. The State De- 
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partment of Public Health should be’ responsible 
for developing regional plans based on recom- 
mendations of Regional Advisory Councils com- 
posed of representatives of the public, hospitals 
and physicians. 

(Proposed legislation is appended.) 


NUMBER OF HOSPITAL BEDS— 
COMMITTEE’S GOALS 


There is now a ratio of 9.5 hospital beds per 1,000 
people in California. The Committee proposes a goal 
of 7.5 beds, with recognition that this can be attained 
only after several years of strenuous Statewide effort. 
An important factor will be development of commu- 
nity health services designed to reduce the need for 
new hospital beds. 

The Committee’s proposal is at variance with the 
gauge used by the Hospital Survey and Construction 
Program which calls for 4.5 general hospital beds per 
1,000 people, five mental beds, and three to five long- 
term care beds. 

Existing bed ratios, goals proposed by the Public 
Health Service and the Committee’s goals are com- 
pared in the table below. 

The attainment of the Committee’s purposes de- 
pends on planning for proper geographic distribu- 
tion, type, size and use of facilities. Its goals must be 
subjected to continuous study and revised in compli- 
ance with advances in medical science, changes in 
medical practice and economic and social develop- 
ments. 

The Statewide goal of 7.5 beds does not mean that 
each community in the State has identical needs. In 
establishing future goals, it will be imperative for 
regional councils to be flexible and responsive to 
special conditions in each region. 


1. GENERAL HospPIrTa.s 
Average use by each person in California is ap- 
proximately one patient day of general hospital 
service per year. Excluding federal hospitals, 
more than two-thirds of this service is in non- 
governmental facilities, and about one-third is in 
State, county and district hospitals. At present, 
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47,890 beds, or 3.2 beds per 1,000 population, 
provide this service. In addition, 4,885 beds or 
0.3 beds per 1,000 population are under construc- 
tion. (Appendix Table 3.) (3) 


General hospitals cannot have every bed occu- 
pied every day of the year because patient load 
rises and falls on a seasonal basis, and hospitals 
must always have available capacity to meet 
emergencies. Small hospitals which have less flex- 
ibility in their operations tend to have lower 
average occupancy than larger hospitals. Hospitals 
of 200 or more beds in California have occupancy 
rates of approximately 75 percent while those 
with less than 25 beds have an average occupancy 
of less than 57 percent. (3) 

It is reasonable to assume that mare appropriate 
size and location would permit an average annual 
bed occupancy of 75 percent or higher. As Ap- 
pendix Table 6 indicates, the present volume of 
service per capita in general hospitals can be pro- 
vided with three beds per 1,000 population, if an 
average annual occupancy of 75 percent of all 
general hospitals can be maintained. At the pres- 
ent time in many parts of California, more hos- 
pital beds exist than are needed. 

Establishing a planning base for general hos- 
pitals of three beds per 1,000 people in 1975 
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means that California will need 75,900 beds, or 
23,125 more than now exist or are under construc- 
tion. The building rate will vary from year to 
year, averaging 1,541 beds per year. Ordinarily, 
a hospital is under construction for approximately 
two years, so the number of beds under construc- 
tion at any time will be about 3,100. These beds 
are included in the Committee’s planning estimate 
of three beds for 1,000 population. Construction 
under way at any one time probably will not 
exceed 0.2 beds per 1,000 population, leaving ap- 
proximately 2.8 beds per 1,000 population for 
actual use. 

The development of community programs for 
home care, clinics and rehabilitation should reduce 
the demands on general hospitals for inpatient 
care from the present ratio of 3.2 beds per 1,000 
population to the proposed 2.8 beds. 


2. MENTAL Beps 


Currently, California has 3.9 psychiatric beds 
for every 1,000 people, with less than one-fifth 
providing active treatment programs.(3,5) A rea- 
sonable estimate of need for 1975 is three psychi- 
atric beds for every 1,000 people. This is based on 
the expectation that present progressive programs 
which depart from the old traditions and practices 
in the treatment of mental illness will be accel- 
erated. 

There should be substantial realignment of the 
responsibilities of State government, local govern- 
ment, public and private agencies and individuals. 
More care should be provided in communities, 
and extension of prepayment to cover psychiatric 
care would permit patients to assume larger finan- 
cial responsibility for their own care. 

Of particular urgency is the necessity to stim- 
ulate active treatment programs in State mental 
hospitals, general and specialized hospitals, and 
noninstitutionalized psychiatric services in local 
communities. 


Cheap custodial care which continues indefi- 
nitely should be replaced by intensive treatment 
programs which will shorten periods of hospitali- 
zation and be more humane, effective and eco- 
nomical. 

To provide the recommended ratio of three 
beds per 1,000 population in 1975 will require 
75,900 beds, or 17,724 more than now exist. (Ap- 
pendix Table 2.) The Committee proposes that 
the proportion of total beds in which active 
treatment is provided be increased to at least one- 
third of the total number of beds in comparison 
with the present 18.1 percent. It further proposes 
that half of these beds for active treatment be 
provided in State and county hospitals and the 
other half in general and specialized hospitals in 
local communities. 

Realization of this goal will mean development 
of approximately 3,300 additional long-term care 
beds and approximately 14,400 beds for active 
treatment between now and 1975. 

Following is the basis on which these estimates 
are made: 


3. LONG-TERM FACILITIES 


California now has 31,493 beds in chronic 
disease hospitals and nursing homes providing 
long-term institutional care. To provide 1.5 beds 
per 1,000 population by 1975 will require 37,950 
beds, or 6,457 more than now exist (Appendix 
Table 2). If public and private community gen- 
eral hospitals establish long-term care units for 
the aged and chronically ill, and develop affilia- 
tions with nursing homes and similar institutions, 
a reduction in long-term care beds can be 
achieved gradually. Without clearly established, 
comprehensive and coordinated community pro- 
grams for treating chronic illness, the only pros- 
pect is a self-defeating program of building 
additional beds for custodial care. Enlightened 
programs in several public and private hospitals 
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have demonstrated that patients with chronic ill- 
ness frequently can be treated more effectively 
outside than inside institutions. 


4. TuBercuLosis HospPIirTALs. 


There are 5,184 beds in tuberculosis hospitals. 
Use of specialized institutions for this disease is 
decreasing rapidly. (Appendix Table 3.) The 
present number of beds appears adequate to take 
care of the current population and substantial 
population increase between now and 1975. This 
is in sharp contrast to 1947, when it was estimated 
that the State needed 9,598 tuberculosis beds.(3) 

The declining need for hospital beds for tuber- 
culosis presents a possible source of beds for other 
patients requiring long-term care. 


DEVELOPING COMMUNITY HEALTH SERVICES 


Extensive community health services to keep people 
out of the hospital and speed their return home have 
not been developed. In the Committee’s judgment, 
there is need for State action to mobilize community 
support for organized programs which stimulate health 
maintenance, preventive and therapeutic services 
which can reduce the need for institutional care. 

Counties appear to be the appropriate agencies to 
establish local programs for this purpose. Counties 
are responsible for operating county hospitals through- 
out the State and for most of the State’s organized 
public health activities. 

In addition to the goals set for general hospitals, 
specialized hospitals and nursing homes in each re- 
gion, goals can also be established for organized 
county-sponsored programs. The purpose of these 
would be to reduce need for institutional care by 
promoting rehabilitation and self-sufficiency among 
many patients who must now seek care in general 


hospitals, mental institutions, specialized hospitals and 
nursing homes. 


The Committee recommends that the State make 
funds available to counties for local programs de- 
signed to reduce need for hospital beds through 
rehabilitation and home care. Existing State pro- 
grams which encourage prevention, rehabilitation 
and related health care should be extended. 


COST OF SERVICE IN HOSPITALS AND 
RELATED HEALTH FACILITIES 


A conservative estimate of the annual cost of hos- 
pital care to Californians is three-fourths of a billion 
dollars. Of this amount, 58.4 percent is expended on 
nongovernment, and 41.6 percent on government hos- 
pitals. This includes cost of operating all public and 
private hospitals, including federal, nonmilitary hos- 
pitals. Appendix Table 4 covers distribution of this 
cost. 


SOUND PROGRESS IS BEING MADE 


An outstanding characteristic of general hospital 
service in California is that the average patient stay 
is relatively short-as compared with that in other 
parts of the country. As a result, total costs for the 
treatment of the average patient in a California gen- 
eral hospital compare favorably with those in many 
other states, despite the higher cost per patient day in 
California. 


NUMBER AND TYPES 


California has more than 1,500 hospitals and health 
facilities of various types which contain approximately 
150,000 beds. There are 487 general hospitals, while 
more than 1,000 are specialized institutions for treat- 
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ment of tuberculosis, mental disorders and long-term 
care. Eleven are Federal Government institutions. Ap- 
pendix Table 3 provides detailed information on the 
number and type of these institutions and beds. 


In the past 10 years, 64,813 new hospital beds have 
been built in California, involving an investment of 
almost a billion dollars. Appendix Table 5 contains 
detailed information on hospital construction since 
1950. Private sources provided approximately one-half 
of the funds to finance this construction, and govern- 
ment the rest. 


FINANCING COMMUNITY HOSPITALS 


An important cause of haphazard hospital con- 
struction in California is the lack of dependable 
sources for construction funds for community hos- 
pitals. The California Hospital Survey and Construc- 
tion Program has made grants of federal and State 
funds to community hospitals since 1946, but these 
grants have covered only 10 percent of the cost of all 
hospital construction in the State. Community fund 
drives for construction are an inadequate source of 
funds. Banks and other financial organizations often 
are unable to make funds available to community non- 
profit hospitals. 


Since World War II, approximately $300,000,000 
has been spent by voluntary nonprofit hospital organi- 
zations for hospital construction. Thirteen of the 15 
nonprofit community hospitals now under construc- 
tion in the California Hospital Construction Program 
had to borrow from 40 to 100 percent of the local 
funds required. These 15 projects borrowed nearly $9 
million while fund drives provided only $6 million. 


In addition to voluntary contributions, nonprofit 
hospitals need a dependable source of loan funds from 
banks and other lending agencies to permit them to 
finance their construction in an orderly manner. The 
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Committee believes it is proper for community hos- 
pitals to use income from patient care toward retiring 
debt incurred in building. To provide a reliable source 
of funds, it is proposed that a constitutional amend- 
ment be presented to the people which would au- 
thorize the State to provide construction and moderni- 
zation loan guarantees for nonprofit community hos- 
pitals. The proposed program would authorize the 
State, through the Department of Public Health, to 
study existing facilities and establish a schedule of 
priorities for construction and modernization of hos- 
pital facilities for which insurance guarantee could be 
provided. Loans would be limited to 75 percent of 
estimated construction cost, and would be repaid 
within 25 years. 


Application for insurance would be made through a 
lending institution, and would include evidence of 
financial feasibility and demonstration of ability to re- 
pay the loan. Loan guarantees would be made only 
for construction which complies with regional plans. 
Availability of loan funds for community hospitals 
would discourage construction not in the interest of 
the community. 


The Committee recommends that the State 
establish a program to guarantee construction 
loans by banks and other lending agencies to non- 
profit community hospitals to provide an adequate 
and dependable source of loan funds to supple- 
ment voluntary donations, grants of government 
funds and other sources of capital financing. 

(Proposed constitutional amendment and legislation are 
appended under which the program will be financially 


self-supporting after initial organizational costs are cov- 
ered by an appropriation.) 
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DISSENTING COMMENTS 


“| disagree with the position taken in this chapter for the 
following reasons: 


1. This chapter deals in an unsatisfactory way with the 
most important issue raised by the Governor's Committee: 
‘the need to develop effective regional planning of Cali- 
fornia’s health services. It limits its efforts to a program 
to control the mushrooming of substandard proprietary 
hospitals. Important as this problem is, it is only one of 
many hospital problems, and it can be dealt with more 
directly than proposed by regulations requiring all hos- 
pitals to conform to reasonable standards of care. Organ- 
ization of medical care and facilities go hand in hand. 
Yet no attempt is made to relate the hospital section to the 
recommendations on regional planning contained in the 
chapter on ‘Organization and Distribution of Services.’ 


2. The best of California’s hospitals are superior, but 
the overall pattern is one of uneven quality. Upgrading 
hospital care is certainly as important as reducing the 
cost of hospital construction. Yet this chapter is written as 
if what goes on inside hospitals is irrelevant. Although it 
states that hospitals are ‘primarily public service institu- 
tions’ and that ‘government has a primary responsibility 
to furnish leadership,’ it then proceeds to evade the prin- 
cipal issue: the necessity for government regulation to safe- 
guard the public. Ample precedents for such regulations 
exist in controls government exercises over public utilities, 
banking and finance, corporations, labor unions and other 
agencies whose activities affect the public welfare. At the 
very least, all California hospitals should be required to 
meet the standards of the Joint Commission on Accredita- 
tion of Hospitals, minimal as these are. About half of the 
State’s institutions are not accredited. This is a serious 
situation. 


3. The major emphasis of this chapter is on saving 
money rather than on creating an efficient and economical 
hospital system that meets the needs of our people. We 
can save money on schools by not building them. Similarly, 
we can save money on hospital construction by not build- 
ing the hospitals we need. Great emphasis has been placed 
in this chapter on reducing the ratio of hospital beds fo 
population by 1975 from 9.5 beds to 7.5 beds per 1,000 
population. Nowhere does it justify these arbitarary bed 
ratios. Indeed, it recommends reducing bed ratios in every 

type of hospital facility without a clear analysis of why 
this is desirable or how it can be accomplished. In addi- 
tion, the chapter calls shorter hospital stays by patients 
in California ‘sound progress.’ No attempt is made to say 
why this is good. The average hospital stay by patients in 
Mississippi (5.8 days) is even shorter than in California. 
Does this make hospital organization in Mississippi pre- 


ferable? 


4. There are a multitude of omissions. No program is 
suggested to deal with problems such as high costs, utiliza- 
tion, rate increases, and other such problems. No attempt 
is made to find solutions for the shocking problem of the 
State’s nursing homes. 

These are only a few of my objections to this chapter. 
In general it discusses only a fragment of an extremely 
serious problem and even in the area that it covers, the 
supporting data does not substantiate its recommendations.” 


Harry Polland 


“This chapter deals with some of the most immediate 
problems in the field of medical care. Tremendous progress 
has been made under the leadship of the California (State 
Health Department's) Bureau of Hospitals in dealing with 
these problems in such a way as to keep up with the popu- 
lation explosion now taking place in California. This very 
immediacy has tended to distract attention from longer 
range policy. | summarize my specific differences with this 
chapter of the report as follows: 

1. | concur with the analysis made by Mr. Harry 
Polland. 

2. More attention should be given fo specific ways 
of reducing the high cost of hospital care in Cali- 
fornia. 

3. | do not think that capitalization charges and loan 
costs should be billed to patients in the form of 
high fees for hospital services; such practice makes 
the sick people and those least able to pay bear 
the capital costs of hospitals. 

4. The accounting practices whereby hospitals make 
‘income-producing’ charges on certain items should 
be reviewed and eliminated. 

5. Dr. Russel Lee’s suggestion for dividing hospitals 
into less expensive ‘going in’ and ‘coming out’ 
areas, in addition to the ‘in’ portions of the 
hospital, should be given immediate consideration 
for future hospital activities.” 


Stephen I. Zetterberg 
RESPONSE 

“Conclusions and recommendations in this chapter re- 
ceived the active consideration and full approval of the 
Committee. Advances in medical science are constantly 
changing the services which hospitals provide. The chapter 
is factual and proposes specific action by legislation to 
improve these services. 

The proposal for regional planning will enable hospitals 
to expand in a more orderly manner and to improve their 
capability to serve the public. 

The goals for 1975 are attainable, based on present 
medical practice and hospital experience. Standards of 
medical practice in hospitals are discussed in the chapter 
on diagnosis and treatment.” J. E. Smits 
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5 all W elde a physician without a nurse or tech- 
s more limited as to the numbers of patients he 
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Modern nursing demands a diversity and breadth of 
skilled personnel, ranging from nurses’ aides, who can 
be trained quickly and inexpensively, to the teachers 
and administrators who must be educated at the grad- 
uate level. New technology and developments call for 
new scientific disciplines and personnel. 


California’s needs for the services of health person- 
nel will increase markedly by 1975 because of popula- 
tion growth. Rising educational and income levels and 
broader prepayment coverage will also accelerate the 
demand. Because of shortages of personnel as well as 
improved professional opportunities elsewhere in the 
country, a relative drop is anticipated in the number 
of out-of-state physicians, dentists, professional nurses 
and other health workers who will move to California 
in the years ahead. 


If adequate numbers of qualified health personnel 
for California are to be trained by 1975, existing pub- 
lic and private schools must be expanded rapidly and 
new ones established. Teachers must be obtained or 
trained, a larger number of qualified students must be 
recruited, more efficient use must be made of the 
scarce professional skills, and training programs must 
be adapted continually to changing health care pat- 
terns. 


c. Conduct a study of medical education costs 
at each California medical school using the 
Association of American Medical Colleges 
cost-finding procedures and determine the 
amount of grant-in-aid on the basis of such 
cost studies; 

d. Provide special scholarships and loans to 
selected financially needy students. 


2. California proceed at once to expand dental 
educational capacity in private and public in- 
stitutions, with the goal of 785 fi irst-year places 

ne by 197 I. As fi rst nes in this predic the State 

ee should: eee 

- a. Provide’ inne for’ 100 additional fi Wage 

un places i in ‘public dental schools; Ae 
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b. Help meet the educational costs borne by 
dental schools by providing students aft all 
California dental schools with funds to pay 
additional charges that would more nearly 
cover the schools’ actual costs of dental edu- 
cation, but develop such a grant-in-aid pro- 
gram only if increased enrollment in the pri- 
vate schools is assured; 


c. Conduct a study of dental education costs 
at each California dental school and deter- 
mine the amount of grant-in-aid on the basis 
of such cost studies; 


d. Provide special scholarships and loans to 
selected financially needy students. 


. California proceed at once to expand profes- 


sional nursing educational capacity in public 
and private institutions, with the goal of 1,600 
baccalaureate degree graduates and 3,400 
junior college and hospital program gradu- 
ates by 1975. As first steps in this program, the 
State should: 


a. Provide funds and encourage the raising of 
funds necessary for doubling the training 
capacity of nursing schools in California, to 
produce 1,200 additional graduates per 
year; 


b. Encourage expansion of junior college nurs- 
ing programs by providing special funds to 
enable the schools to maintain appropriate 
faculty-student ratios; 


c. Establish a program of scholarships for 
nurses preparing for teaching and other 
leadership positions. The number of scholar- 
ships provided for this purpose should be 
100 per year. | 


. California proceed at once to expand educa- 


tional capacity for social workers, clinical psy- 
chologists, public health workers, occupational 
and physical therapists and other allied health 


professions, and proceed to gather information — 
to determine precise needs for such personnel. — 


. The schools for health personnel periodically q 


re-examine their educational programs to as- — 
sure that education be of high quality and that — 
curricula are adapted to changing patterns of — 
health care. 


. A Health Manpower Liaison Committee com- 7 


posed of representatives of interested public — 
and private agencies be established to advise 
periodically the State Department of Public 
Health on health manpower problems and re- 
quirements. The Committee should encourage 
and develop programs for determining how the 
different professional health skills can be put 
to best use, and for recruiting larger numbers 
of qualified persons into the various health pra- 
fessions. (This Committee and its functions 
should be incorporated in the Advisory Council 
on Licensing and Certification proposed in the — 
chapter on Diagnosis and Treatment in this re- 


port.) 


DISSENTING COMMENT 


1“I believe that many of the organizational and financial ~ 
problems of medical care in California would be — 


solved, at least in part, by increasing the number of — 
physicians available in California. However, | do not — 
approve recommendation 1.b. in its present form. In q 
addition to administrative and technical difficulties, 


this recommendation runs counter to other Statewide — 
educational programs. In other programs the State is 


assuming the responsibility of providing college facil- 
ities to take care of the population shift to California 
and the population growth of California; in this recom- 
mendation, it appears that an effort is made to shift — 3 
this assumption of responsibility to private organiza- 
tions. | feel the State should meet the needs for medi- 
cal schools squarely and set its sights high, and not 
commit itself to substitute patch-work procedures 
which in first instance may seem to save money but 


would in the long run prove costly. My same com- 
ments, of course, would apply on recommendation — 


2.bs' 
Stephen |. Zetterberg 
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CALIFORNIA’S NEEDS FOR HEALTH PERSONNEL 





The Committee believes that California’s needs for 
health personnel in 1975 can best be appraised by 
analyzing the current situation. Because the many 
factors affecting need are hard to measure, suggested 
numbers are rough estimates based on current Cali- 
fornia ratios of health workers to population. 

Thus a minimum goal for California would be to 

maintain the present ratio of about 175 doctors of 
medicine and osteopathy and 61 dentists for every 
100,000 persons. (1,2,3) The Committee recommends 
these goals even though it is unlikely that the State can 
establish enough new medical and dental schools soon 
enough to prevent ratios from falling. 
_ Current demands for professional nurses in Cali- 
fornia exceed the number available. The ratio of 
nurses to population has declined over the past few 
years, from 353 for every 100,000 in 1950 to 269 in 
1957. During this period the national ratios increased. 
The demand for nursing services will increase in the 
next 15 years. The present California ratio is too low 
and should be increased to 300 by 1975, the minimum 
standard recommended by the National League for 
Nursing. (4) 

Translating goals such as these into numbers of new 
health workers means that by 1975, California would 
need to add about 2,300 new physicians, 800 new 
dentists and 5,900 new nurses each year. These esti- 
mates take into account the predicted population in- 
crease and anticipated loses due to retirement, death 
and other causes, and are considerably more than 
current annual increases in these professions. 

California relies heavily on out-of-state sources for 
health personnel. Seven-eighths of newly licensed phy- 
sicians, almost half of new dentists, and more than 
three-quarters of new nurses currently added to the 
professions annually are graduates of schools outside 
of California or the United States.(5,6,7,8) California’s 
professional opportunities, expanding economy and 
pleasant climate will doubtless continue to attract pro- 


fessional people from other areas, but it is unlikely 
that the number migrating to the State each year will 
rise above present levels. 


Other states also face growing shortages of health 
personnel; many are therefore trying to attract health 
personnel from other areas and to retain those they 
train by special measures such as loan programs. Often 
young physicians who now come to California for 
specialized graduate training remain to practice. In- 
creased opportunity for such training elsewhere will 
contribute to the expected relative decline of physi- 
cians drawn from out-of-state over the next 15 years. 


Because other states have similar problems in meeting 
increased training costs, state legislatures generally 
impose residence restrictions for admission to public 
medical schools. Relative to its population, California 
has fewer training places than many other states. The 
proportion of Californians accepted for training in 
out-of-state schools will decrease, thus further limiting 
the opportunity for California students to study medi- 
cine. California’s urgent need for all types of trained 
health personnel makes it imperative to devise new 
methods for financing educational institutions and for 
recruiting students if health personnel needs are to be 
met in the coming years. 


In the Committee’s opinion, the professions con- 
cerned should periodically re-examine licensing regu- 
lations to eliminate arbitrary restrictions for out-of- 
state persons. The Committee believes that for some 
of the professions, licensing requirements and pro- 


~ cedures could be developed that would encourage and 


enable greater in-migration without lowering profes- 
sional standards. To the applicant, examination pro- 
cedures sometimes appear confusing, time-consuming 
and arbitrary. 


In 1959, the number of doctors licensed from out- 
of-state was equal to approximately nine percent of the 
State’s total number of physicians.(5,6) The same year, 
the number of out-of-state dentists licensed was about 
two and a half percent of dentists in California.(7) 


NEED FOR PHYSICIANS 


In 1959, California’s ratio of 175 physicians! (doc- 
tors of medicine and osteopathy) for every 100,000 
people was higher than the national average of 141.(1, 
2) This ratio probably will decline by 1975, even if 
immediate steps are taken to increase the number of 
physicians educated in California medical schools. 


Nineteen thousand physicians, or about three- 
quarters of the State’s doctors, were in private practice 
in 1959. The proportion of full-time specialists—over 
half of all private practitioners—is higher in Califor- 
nia than in the United States as a whole.(1,2) As else- 
where, most active physicians not in private practice 


1Includes retired and other nonpracticing physicians. 
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TYPE QF PRACTIGING PHYSICIANS (M.D. and D.0.) 
California, United States, 1959 


CALIFORNIA 





PRIVATE PRACTICE 


73% 


are in hospital service, either as interns or residents, or 
in other fulltime hospital posts. California has a higher 
ratio of retired or nonpracticing physicians than the 
nation generally.(1,2) 

California’s five medical schools and the College of 
Osteopathic Physicians and Surgeons together enroll 
about 500 first-year students each year.(9,10) With 
adequate funds, first-year enrollment at the two exist- 
ing State medical schools could be expanded from the 
present total of 175 to about 250 (125 at each school). 


UNITED STATES 





PRIVATE PRACTICE 


74% 
GENERAL PRACTICE Gy 


FULL-TIME SPECIALTY [| 


HOSPITAL SERVICE 
TEACHING, RESEARCH, PUBLIC HEALTH, ETC. Pec 


RETIRED 


Establishment of the proposed University of Califor- 
nia School of Medicine at San Diego would provide 
for 100 more first-year places. The remaining places 
could be provided only by further expansion of exist- 
ing schools or by establishing new ones. 

Allowing for some loss of California graduates to 
other states, and a small number of drop-outs during 
training, California will need about 1,400 first-year 
medical school places by 1971 in order to maintain the 
present population ratio in 1975. 








So 
— 


MEDICAL 
SCHOOL 


bhikhid 
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PROJECTED (1975) NEED FOR PHYSICIANS IN CALIFORNIA} 



















PERSONNEL NEED PHYSICIANS 


| (M.D. AND D.O. 
Total number required in 1975 to maintain present 


physician—population ratio (175 per 100,000) 44,300 
Total annual additions needed in 1975 (if present 
ratio is maintained between now and 1975) 2, 300 
Number of annual additions expected from out-—of-—State 
schools 1,300 
Number of annual additions required from California 
schools 1,000 
Total California graduates needed, allowing for out- 
migration 1,340 
Total first-year places needed in 1971, allowing for 
attrition during training 1,400 
Present number of first-year places 500 
Proposed expansion of University of California 
enrollment (3 schools) 175 
Additional first-year places needed 725 





1 Based on present physician—population ratio. 
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HIGH COSTS OF MEDICAL EDUCATION for each category of student. Since the budget figures 
now available cover all training activities of the med- 
ical schools in addition to research and other services, 
it is not possible to compute precisely the average 
yearly cost of training one medical student. 


To expand the capacity of California medical 
schools will require a large amount of money. Medical 
school construction and operating costs are extremely 
high. In California, moreover, they vary widely be- 


tween schools, although enrollments are of compar- The Committee urges the adoption of the A.A.M.C. 
able size." A detailed cost analysis is needed to deter- cost-finding procedures at the two University of Cali- 
mine the percentage of each school’s budget devoted fornia medical schools with cost information to be 
to each major function of medical education: training developed and reported to the legislature. Private 
of medical students, interns and residents, postgraduate schools also should be invited to submit cost data, 
students, paramedical students, research, patient serv- determined according to the same procedures. This 
ices, and community services. information would be important for the following 


The Association of American Medical Colleges has vera ty t 
recently recommended that medical schools adopt a 1. To determine: why the expenditures of the 
uniform cost accounting system.(11) If this procedure public schools are considerably higher than 
is put into effect, cost comparisons of the five Cali- those of the private schools. 


. ; 2. To determine the dollar amount of the grants- 
fornia schools can be made to determine actual costs ed he 
in-aid recommended for aiding the schools to 


*A questionnaire developed by the Association of American meet operating costs. 
Medical Colleges (A.A.M.C.) was used to determine the 3. To determine how much money is necessary 


1958-1959 operating costs of the five California schools. f a en Heaboohnint Ay. 
The questionnaire provides a good general measure of or expanding existing medical scnools and ror 


the levels of expenditures at each of the five institutions. a new public medical school. Until cost infor- 


CALIFORNIA MEDICAL SCHOOL EXPENDITURES FOR REGULAR TEACHING, 
RESEARCH AND SERVICE PROGRAMS1, ENROLIMENT AND FAOULTY, 1958-1959 





University of California, 








San Francisco $4,829,540 164 
University of California, 

Los Angeles 4,336,016 170 
College of Medical 

Evangelists 2,058,664 120 
University of Southern 

California 1,437 ,844 107 









Stanford University 1,950, 254 





1 Excludes grant—-sponsored and other outside programs, and teaching, 
hospital and clinic costs. 

2 Cost may be somewhat inflated because U.C.L.A. is a new campus. 
According to university spokesmen 16 undergraduate medical students 
are being added to each class without increasing present operating 
costs. 


Note: Because accounting procedures of the reporting institutions differ, 
figures reported are not exactly comparable. 


Source: Journal A.M.A., Annual Education Number, November 14, 1959. 
Direct correspondence with the medical schools. 
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mation can be analyzed in relation to specific 
school programs and the educational purposes 
of new and existing schools clarified, it must 
be assumed that the capital and operating costs 
of a new public medical school would parallel 
those of present institutions. 


The A.A.M.C. cost-finding procedure relates to op- 
erating costs only. It would also be helpful in supply- 
ing the Legislature with information relating to costs 
of construction, completed and proposed. 

Financial support required for medical education 
is so great and the need for greater capacity so critical, 
that extreme care must be exercised to use available 
funds in the most productive manner. 

Inadequate operating funds are the principal obstacle 
to expanding California’s private medical schools. To 
meet operating costs, the private schools now must 
raise $4 or more in gifts for every $1 of tuition. 
Spokesmen for the schools believe that if the State 
were to assist the schools in meeting operating costs, 
capital funds for expansion could be raised from com- 
munity resources. 

Recognizing the heavy cost to the State of establish- 
ing more than one or two new public medical schools 
in the next ten years, and in view of the educational 
potential of the private schools, the Committee favors 
expansion of private school enrollment through State 
aid. Indications are that a grant-in-aid program of 
$3,000 to $4,000 per year per undergraduate medical 
student would be required to achieve expansion of the 
private schools. This amount would provide the 
equivalent of one new medical school in California at 
no capital cost to the State, and more rapidly than a 
new facility could be developed. The Committee also 
believes that the proposed financial aid would stim- 
ulate the establishment of new private medical schools 
—again, at no capital cost to the State. 

State aid should not be limited to California resi- 
dents because this would place pressure on the schools 
to give preference to these students. There is evidence 
that students tend to remain to practice in the State 
in which they are trained.(1) Also, residence restric- 
tions tend to shrink the pool of qualified applicants. 
Most medical educators feel that this is undesirable. 

Studies of better methods for providing high qual- 
ity education at lower cost are now under way at 
various medical schools. More such studies should be 
undertaken. Possibilities should be explored for devel- 
oping two-year programs of basic science for medical 
students, especially in graduate schools now offering 
similar courses for Ph.D. candidates. However, such 
programs must be coordinated with the programs of 
four-year medical schools. California’s medical schools 
could quite readily absorb additional third and fourth 
year students in their present clinical teaching facilities. 

Among deterrents to young people who might oth- 
erwise choose a medical career are the length and cost 


of the education. One-fifth of a sample of California’s 
public medical school graduates in 1959, reported aver- 
age total expenses of $12,500 or more for four years 
of education. A little more than one-half of the sam- 
pled students at the private schools had similar average 
expenses. Over one-half of both samples were in debt, 
some as much as $5,000.(12) New doctors must com- 
plete one year of internship before they can begin 
practice. If they wish to specialize, they must under- 
take an additional three to five years of residency 
training. 

In recent years, medicine has lost ground in re- 
cruiting students to other branches of science and tech- 
nology. New opportunities in other specialized fields 
involve shorter training time and lead to equivalent 
economic rewards, prestige and professional status. 
The greater availability of scholarship and loan funds 
in these fields places the medical schools at a disadvan- 
tage in competing for students. 

Thus, California’s medical schools—all of which at- 
tract many applicants—experience difficulty in finding 
an adequate number of qualified students. Larger num- 
bers of able young people must be encouraged to 
study medicine. Sufficient scholarships and loans, from 
State and private sources, should be provided to enable 
medicine to compete with other occupations in attract- 
ing students. 


The Committee recommends that California pro- 
ceed at once to expand medical educational ca- 
pacity in private and public institutions, with the 


goal of 1,400 first year places by 1971. As first 


steps in this program, the State should: 


a. Provide funds for 200 additional first-year 
places in public medical schools; 


.b. Help meet the great educational cost borne 
by medical schools by providing students at 
all-California medical schools with funds to 
pay additional charges that would more 
nearly cover the schools’ actual cost of medi- 
cal education, but develop such a grant-in- 
aid program only if increased enrollment in 
the private schools is assured; 


c. Conduct a study of medical education costs 
at each California medical school using the 
Association of American Medical Colleges’ 
cost-finding procedures and determine the 
amount of grant-in-aid on the basis of such 
cost studies; 

d. Provide special scholarships and loans to se- 
lected financially needy students. 
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NEED FOR DENTISTS 


The supply of dentists in California in 1959 was 
about 9,200—or 61 for every 100,000 persons.(3) This 
ratio is higher than the national average of 56 for 
every 100,000 population, but has declined by about 
seven and one-half percent since 1953, and according 
to estimates, will show a further substantial drop by 
1975 CLL ee) 

Since 1954 California has added between 450 to 475 
dentists a year, of whom somewhat under half are 
from out-of-state schools. Recently, the average num- 
ber of out-of-state graduates licensed annually has de- 
clined, falling from 257 in 1954-1955, to 215 in 1958- 
1959. In the same period, the average number of Cali- 
fornia graduates licensed increased from 217 to 251 a 
year.(7) 


Because no provision exists in California for recip- 
rocity in the licensing of dentists already licensed for 
practice in other states, each new dentist must pass 
the examination given by the California Board of Den- 
tal Examiners. Applicants who are graduates of Cali- 
fornia dental schools usually can pass the examination; 
in the 1958 and 1959 fiscal years only one out of a 
total of 502 California trained applicants failed. Among 
out-of-state graduates, the failure rate is considerably 
higher, averaging 54 percent in the past two years.(7) 
This is partly due to the fact that a sizable percentage 
of these applicants had been out of school for some 
time, and also had not been “trained for the test” in 
the way California students are. 


To maintain the present ratio of dentists to popula- 
tion in 1975, the Committee estimates it would require 
increasing each year the number of California gradua- 
ates licensed and out-of-state dentists licensed by the 
California Board from the 1959 level of 466 until it 
reaches about 815 in 1975. 

Assuming that the number of out-of-state dentists 
licensed continues to be about 215, the remaining 600 
new California licentiates needed in 1975 would have 
to come from California schools. If allowance is made 
for about 15 percent of the California school gradu- 
ates moving to other states, the total number of gradu- 
ates needed would be about 705. With attrition of 
students at the present rate of about 10 percent, the 
total number of first-year places needed by 1971 to 
provide 700 graduates in 1975 would be about 785. 

At present there are about 295 first-year places in 
California’s four dental schools (University of Cali- 
fornia at San Francisco, College of Medical Evan- 
gelists, College of Physicians and Surgeons, and Uni- 
versity of Southern California). Of the 490 additional 
first-year places required by 1971, about 150 will re- 
sult from planned expansion of existing schools and 
the establishment of a new school at the University 
of California at Los Angeles. The remaining 340 places 
would have to come from further expansion of exist- 
ing schools and other new schools. 

As with the medical schools, necessary expansion of 
dental school capacity in California will require large 
amounts of money. Although additional student places 
will probably be provided in the State dental schools, 


PROJECTED NEED FOR DENTISTS IN CALIFORNIA, BASED CN 
MAINTAINING THE PRESENT RATIOS OF DENTISTS TO PEOPLE IN 1975 











Total number required in 1975 to maintain present dentist— 
population ratio (61 per 100,000) 


Total annual additions needed in 1975 

Number annual additions expected from out-of-state schools 
Number annual additions required from California schools 
Total California graduates needed, allowing for out-migration 
Total first-year places needed in 1971, allowing for 


attrition during training 


Present number of first-year places 


Planned expansion 


Note: 


PERSONNEL NEEDED 


Additional first-year places needed 













DENTISTS 


15,400 
815 
215 
600 
705 


785 
295 
150 


Based on present dentist—population ratios. 
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private schools also should be encouraged to expand. 
State grant-in-aid to dental students, similar to those 
recommended for medical students, would greatly aid 
private schools to meet educational cost. 

Measures to help in recruiting qualified dental stu- 
dents must accompany the expansion of educational 
capacity. Already some California schools are finding 
it difficult to fill their first-year classes. Dentistry faces 
many of the same problems as medicine in competing 
with other professions for qualified students. 


In 1956-1957 the estimated average cost of dental 
education in the United States was $11,000 for single 
students and $15,000 for married students. Almost 
three-fifths of the nation’s dental students were sub- 
stantially in debt at the time of graduation.(13) State 
and private scholarships along with low cost loans are 
needed to attract potential dental students. 

The Committee recommends that California pro- 
ceed at once to expand dental educational capac- 
ity in private and public institutions, with the goal 
of 785 first-year places by 1971. As first steps in 
this program, the State should: 


a. Provide funds for 100 additional first-year 
places in public dental schools; 


b. Help meet the educational costs borne by 
dental schools by providing students at all 
California dental schools with funds to pay 
additional charges that would more nearly 
cover the schools’ actual costs of dental edu- 
cation, but develop such a grant-in-aid pro- 
gram only if increased enrollment in the pri- 
vate schools is assured; 


c. Conduct a study of dental education costs at 
each California dental school and determine 
the amount of grant-in-aid on the basis of 
such cost studies; 


d. Provide special scholarships and loans to se- 
lected financially needy students. 


NEED FOR NURSES 


In 1957, California had a ratio of 269 registered, pro- 
fessional nurses in active practice for every 100,000 
population as compared with 261 for every 100,000 
population for the nation as a whole.(4) The North 
Atlantic states show the highest rates of any area with 
336 nurses for 100,000 population. In the West, three 
states (Colorado, Montana and Wyoming) have 300 
or more nurses for every 100,000. (4,14) 


Although registered professional nurses live in all 
areas of California, they tend to concentrate in metro- 
politan centers. Many nurses have left the field—only 
about 60 percent in the State are in active practice. 
(15,4) 

Of the 54 nursing schools in California in 1959, 25 
were hospital schools, 15 were located in junior col- 
leges and similar institutions, and 14 were in degree- 
granting colleges and universities, 10 of which offer 
only baccalaureate programs for registered nurses, and 
three of which offer a master’s program as well. One 
school initiated a post-master’s program in 1959.(8) 


There are too few nurses properly prepared to teach 
in basic and postgraduate schools and to fill administra- 
tive or supervisory posts. Currently, 58 percent of in- 
structors in California schools of nursing do not have 
the recommended master’s degree.(4) Lack of people 
qualified to serve as directors has delayed the develop- 
ment of new junior college nursing programs. Quali- 
fied personnel are also needed for leadership positions 
in hospitals and in public health. 


California’s needs for nurses will be met primarily 
by its nursing schools and by nurses from other states. 
A systematic recruitment campaign might induce some 
of the 40 percent of inactive licensed nurses to return 
to practice, but the potentials of this source are limited. 


To achieve the National League for Nursing’s 
recommended minimum ratio of 300 practicing nurses 
for every 100,000 population in California during the 
period from 1960 to 1975 would require the addition 
of a steadily increasing number of new practicing 
nurses each year, beginning with 4,000 in 1960 and 
reaching 5,900 in 1975. The number of new licentiates 
needed, allowing for the prevailing proportion of in- 
active nurses, would then be about 9,500 for that year. 
The Committee estimates that if the number of nurses 
drawn from out-of-state sources continues at the pres- 
ent level of about 4,400 new licentiates annually, the 
number required from California schools in 1975 
would be about 5,100, more than four times the pres- 
ent number of approximately 1,200 graduates per year. 
(16) 

During the past two decades, basic nursing educa- 
tion has been moving steadily from an apprentice type 
of training program to an academic professional pro- 
gram. Especially since 1953, this shifting emphasis has 
placed more responsibility for nursing education on 
tax-supported educational institutions in California; 
some private and public hospitals have given up their 
training programs. (4) 

The nursing profession needs to study the relation- 
ship between nursing practice and preparation. in 
order to provide an adequate supply of nurses for 
teaching, administration, supervisory and public health 
positions, one-third of all graduates in 1975 (about 
1,600) would have to be prepared in baccalaureate 
programs. Two-thirds (about 3,400) would have to be 
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prepared in hospital and junior college programs, pri- 
marily to provide skilled nursing care at the staff nurse 
level. This would require a seven-fold increase in bac- 
calaureate program graduates and three and one-half 
times the present number of hospital and junior college 
graduates. (8) 

Recruitment of students for basic nursing programs 
has improved in the period from 1958 to 1960 because 
junior college nursing programs are now located in 
numerous communities and new recruitment sources 
are being tapped. 

In order to increase enrollment of nurse students in 
the existing junior college programs, some school dis- 
tricts may need special financial assistance from the 
State. The general teacher-student ratio which serves 
as a basis for State aid to junior colleges cannot be 
applied to the junior college nursing programs because 
one teacher cannot effectively supervise more than 
12 nursing students. The nursing education program 
is therefore more expensive than other junior college 
programs since it calls for more faculty members per 
student than do other college majors. 

The costs of education, together with the generally 
low salaries, deter nurses from obtaining the advanced 
education necessary to qualify them for teaching and 
supervisory positions. The financial burden of educa- 
tion is especially great for graduates of hospital pro- 
grams (the bulk of present nurses) who must work 
toward a bachelor’s degree before continuing with 
graduate training. A program of State scholarships for 
advanced nursing education would help greatly to re- 
cruit a larger number of nurses for such programs. 
One hundred scholarships.a year are recommended 
for this purpose. 


The Committee recommends that California pro- 
ceed at once to expand professional nursing edu- 


cational capacity in public and private institutions, _ 


with the goal of 1,600 baccalaureate degree grad- 
yates and 3,400 junior college and hospital pro- 
gram graduates by 1975. As first steps in this pro- 
gram, the State should: 


a. Provide funds and encourage the raising of 
funds necessary for doubling the training 
capacity of nursing schools in California, to 
produce 1,200 additional graduates per 
year; 

b. Encourage expansion of junior college nurs- 
ing programs by providing special funds to 
enable the schools to maintain appropriate 
faculty-student ratios; 

c. Establish a program of scholarships for 
nurses preparing for teaching and other 


leadership positions. The number of scholar- 
ships provided for this purpose should be 
100 per year. 


NEED FOR ALLIED PERSONNEL 


In recent years the demand for social workers, clini- 
cal psychologists and other allied health workers has 
been so great that these professions have been forced 
to employ many persons who have not had adequate 
professional training. Information on the numbers 
employed in many of these fields, and how they are 
trained and deployed is fragmentary and scanty. De- 
tailed studies are needed of the supply and distribu- 
tion of these workers. Personnel shortages in many 
of these areas are critical. 

Growing demand for allied health personnel and the 
increase in the number of specialties, require increased 
public and professional attention. The problems of 
recruiting dietitians and laboratory technicians, among 
others, need to be explored. The proper functions of 
groups such as dental hygienists, health educators, so- 
cial workers, optometrists, and vocational nurses, in 
relation to closely allied occupational groups, should 
be studied. 

State colleges and junior colleges, with limited par- 
ticipation by public and private universities and col- 
leges, should be able to carry most of the load in 
training allied health personnel. The recent increases 
in the number of junior college nursing schools has 
demonstrated the potentialities of those schools for 
the training of certain types of health personnel. The 
amount of State support needed to expand educational 
facilities should be determined by analysis of the cost 
of additional facilities, the sources of funds available, 
and the desirability of using particular sources of funds 
for particular types of training. 


The Committee recommends that California pro- 
ceed at once to expand educational capacity for 
social workers, clinical psychologists, public health 
workers, occupational and physical therapists and 
other allied health professions, and proceed to 
gather information to determine precise needs for 
such personnel. 


RECRUITMENT 
Since successful recruitment of personnel is essential 


to any plan for meeting California’s needs, various fac- _ 


tors that affect choice of careers in the health field 
must be identified. There is no shortage of able young 
people in California. The problem, rather, is to foster 
interest in the health professions, provide basic prepa- 
ration for later specialization, and remove artificial 
barriers to professional education. 


Many factors are involved in motivating students — 


to enter health occupations: general ability, family 


es 


HEALTH MANPOWER FOR CALIFORNIA 57 


background, example of neighbors or friends, encour- 
agement of teachers, and prestige and monetary re- 
ward, among many others. A better picture of careers 
in the health professions needs to be drawn for high 
school students. The successful recruiting done by 
various business and industrial groups in the high 
schools attests to the advisability of making available 
information about health careers to students. When 
school counselors and teachers have been equipped 
with good printed materials and specific knowledge 
of available training facilities and employment oppor- 
tunities, they have been effective in interesting prop- 
erly qualified students. They have also proved effec- 
tive in leading students into health careers when they 
have established contact for them with professionals 
in the community willing to discuss their work with 
young people. 

The California League for Nursing, in cooperation 
with some ten related voluntary associations and gov- 
ernment bodies, studies recruitment problems and 
promotes Statewide programs to attract people to nurs- 
ing. Local recruiting is carried on by individual hos- 
pitals and colleges and by local nursing organizations 
and service clubs. To alleviate severe shortages of 
nurses in State agencies, the State Personnel Board 
in 1960 employed two nurse recruiters to publicize 
career opportunities for nurses in State service. 


USE OF PERSONNEL 


In recent years the health professions have made 
many improvements which have led to more effective 
use of personnel. Shortages of trained personnel have 
been met by supplementing skilled manpower with 
less highly trained personnel under appropriate guid- 
ance or supervision. The result has often been a reduc- 
tion in cost accompanied by improved quality of care. 

“Use of auxiliary personnel should not be 
based on the idea that delegation of function 
is done only to save the time of some mythi- 
cal paragon who could do every job magnifi- 
cently if he were not busy doing something 
else important. Positive emphasis should be 
placed on the need for many people with a 
variety of aptitudes, skills, and backgrounds 
to do the many different tasks that contribute 
to comprehensive health service.” (17) 


Some of the professions have expressed concern that 
differentiation of function may in some cases detract 
from the unique contribution made by a particular 
group of health personnel. For instance, the profes- 
sional nurse has a major responsibility for personal 
and intimate care of the patient. Yet, with the increase 
in specialized nursing activities, personal attention to 
the patient may be lost in a technical and impersonal 
assembly line type of care. Similarly, increased speciali- 
zation of physicians should not take place at the cost 
of a meaningful personal relationship between the pa- 
tient and at least one “family physician”. 


Educational programs for health personnel have not 
always prepared the particular professional workers 
to take maximum advantage of allied skills in perform- 
ing their jobs. Earlier this year the University of 
Southern California dental school received a grant 
from the U.S. Public Health Service to inaugurate a 
pilot program in which senior dental students spend a 
certain portion of their clinical time working with a 
trained chairside assistant. Such training in work with 
allied personnel should become standard procedure in 
all schools for health personnel. 


The Committee feels that continuing investigation of 
further possibilities for improved use of varying health 
skills is required. Developing and installing new tech- 
niques involves extensive cooperation within and 
among the various professions. Only by supplying 
these supports can the necessary care be provided dur- 
ing a period when the ratio of physicians and dentists 
to patients will be declining. 


NEED FOR MODIFIED CURRICULA 


Although a detailed review of curricula in schools 
for the health professions has been beyond the scope 
of this study, the Committee sees some evidence of a 
tendency for teaching programs to lag behind changes 
in patterns of health care. The growth of specialties 
within each profession and among allied groups re- 
quires increased attention to curriculum evaluation, 
to assure a proper balance between their common edu- 
cation and specialized training. Other trends that 
should be consistently reflected in training include the 
growing importance of services to the chronically ill, 


the development of home care and other out-of-hos- 


pital medical services, increased needs for rehabilita- 
tion activities, and other scientific, economic and social 
changes which affect the character and organization of 
health services. Some schools have led in recognizing 
that curricula should be modified. The Committee 
encourages intensified efforts to align fully the train- 
ing of health personnel with the realities of modern 
health practice. 


The Committee recommends that the schools for 
health personnel periodically re-examine their edu- 
cational programs to assure that education be of 
high quality and that curricula are adapted to 
changing patterns of health care. 


NEED FOR HEALTH-MANPOWER LIAISON 


In its review of health manpower problems, the 
Committee has encountered a number of areas which 
require further study before recommendations can de 
made. Many aspects of California’s needs and require- 
ments could not be explored in detail with the time 
and resources available. More exhaustive investigation 
is urgent in the case of most of the allied health pro- 
fessions. 
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California at present has no central mechanism for 
considering health manpower problems on a continu- 
ing and coordinated basis. How many students are 
interested in health careers but do not pursue them? 
How well coordinated are the training programs of 
the various health professions—many of which increas- 
ingly work together in a team relationship? How can 
comprehensive manpower resource data be collected 
and analyzed in order to anticipate emerging needs for 
each group of health personnel? Is full use being made 
of skills and abilities now available? The need to 
answer these and other related questions makes it 
imperative that the State establish a central staff to 
give continuing attention to health personnel matters, 
advised by a broadly representative Health Manpower 
Liaison Committee. 


There is precedent for such a staff and advisory 
committee in the hospital planning activities of the 
State Department of Public Health, where the Bureau 
of Hospital staff is joined with the Advisory Hos- 
pital Council. The proposed Health Manpower Liaison 
Committee would include representatives from the 
University of California and from the State depart- 
ments which have an interest in health personnel, rep- 
resentatives of the health professions, representatives 
of the public, and one or more local government 
officials. 


Among the responsibilities of the Committee and 
the health personnel study staff would be: 


1. The achieving and maintenance of an adequate 
supply of personnel in the health professions. 


2. The maintenance of continuous inventories of 
numbers and distributions of each professional 
group and the forecasting of manpower supply 
and needs. 


3. The determining of needs in terms of type, 
size and location of educational facilities. 

4. The fostering of improved practices in making 
use of personnel, and more effective relation- 
ships between members of the various health 
professions. 


5. The attracting of qualified professional per- 
sons from out-of-state to health careers in 
California. 


6. The conducting of research and fostering of 
demonstration programs. 


7. The promoting and coordinating of recruit- 
ment programs and recruitment activities of 
the various professional groups. 


The Committee recommends that a Health Man- 
power Liaison Committee, composed of representa- 
tives of interested public and private agencies, be 
established to advise periodically the State Depart- 


ment of Public Health on manpower problems and 
requirements. The Committee should encourage 
and develop programs for determining how the 
different professional health skills can be put to 
best use, and for recruiting larger numbers of qual- 
ified persons into the various health professions. 
(This Committee and its functions should be incor- 
porated in the Advisory Council on Licensing and 
Certification proposed in the chapter on Diagnosis 
and Treatment in this report.) 


DISSENTING COMMENT 


“There have been some practical but important develop- 
ments in the use of hospitals in connection with medical 
education. Although these uses may be familiar to many, 
| think they should be set out in this report. They are as 
follows: 


a. Increased use of community hospitals for ‘teaching’ 
and internship relationships with institutions of medi- 
cal education. 


b. Provision in community hospitals that an arbitrary 
portion of hospital beds, both charity and noncharity, 
should be used for ‘teaching’ purposes. 


c. The setting up of mechanisms within community hos- 
pitals for interns from medical institutions to have 
increasing day to day contact with doctors on the 
staff of hospitals as a method of continuing educa- 
tion to staff doctors. 


d. Use of interns increasingly in emergency room serv- 
ices in community hospitals in order to expand the 
availability of such emergency services, and to re- 
lieve staff doctors from servicing these emergency 
units on ‘call’ basis. 


e. Provision for ‘foundations’ to be used in connection 
with, but separate from, hospitals in order to accept 
and use private financial donations to support un- 
usual educational opportunities for local physicians, 
and in order to finance unusual cooperative educa- 
tional ventures between medical schools and local 
community hospitals. 


f. As a corollary to the development of prepaid medi- 
cal programs, the foregoing and other techniques 
should be developed so that medical schools may be 
freed from their dependence on ‘charity’ and ‘public 
assistance’ patients and have access to training in 
procedures and techniques in the community hospitals 
that may become connected with State medical 
schools.” 

Stephen I. Zetterberg 
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THE SPECTRUM OF HEALTH SERVICES 


Health services may be viewed as consisting of 
several components—prevention of illness, diag- 
nosis and treatment of disease, and rehabilitation. 
Actually these components are somewhat artificial 
segments of what is really a continuous spectrum 
of care designed to minimize disease, disability 
and premature death. Prevention, diagnosis and 
treatment, and rehabilitation overlap and _inter- 
twine to a considerable extent; they shade into one 
another and together they comprise the essential 
unity of comprehensive health service. This may 
readily be seen by examining the approach fo sev- 
eral specific disease situations. 


Malaria, which only a few decades ago affected 
hundreds of persons in the State every year, has 
been practically eradicated. The rare case identi- 
fied nowadays is usually someone arriving already 
infected from a foreign country where the disease 
is endemic. This successful prevention—in fact, 
eradication—of malaria resulted from environ- 
mental measures, namely control of the mosquito 
known to be the carrier of the disease. 


Another means of preventing the occurrence of 
disease is to immunize people individually, and 
thus build their resistance to specific diseases. Vir- 
tual elimination of smallpox through vaccination 
illustrates what can be accomplished in this way. 
Occasional small outbreaks of the disease empha- 
size the need for universal vaccination and peri- 
odic revaccination. Poliomyelitis is now ready to be 
conquered through application of the principle of 
immunization. But the problem of long-term treat- 
ment and rehabilitation of those disabled before 
the vaccine was available—and more tragically, 
after its availability—remains. 


Rheumatic fever, until recently, was one of the 
major causes of chronic heart disease. Now that 
prompt and effective treatment of streptococcal in- 
fections of the throat with antibiotics has become 
common medical practice, the disease is rapidly 
declining. This is an instance in which early and 
adequate treatment of a condition (streptococcal 


infection) will prevent the occurrence of an impor- 
tant complication (heart disease). 


Detection of syphilis early in its course and mod- 
ern drug treatment will prevent general paresis. 
The latter mental disease, which is due to syphilitic 
infection of the brain, and which formerly occa- 
sioned many admissions to mental hospitals, has 
become a rarity through control of syphilis. Early 
casefinding, followed by diagnosis and treatment 
of syphilis has thus not only reduced the frequency 
of infectious syphilis, but also has prevented the 
occurrence of a once common and serious after- 
math. 


Experience with early detection of diabetes pre- 


sents somewhat of a parallel to the experience with — 
syphilis. Half a century ago, diabetes led to serious — 
complications and to death, particularly in young — 
people, because treatment in those days was not — 
effective. The discovery of insulin and other means — 
of modern treatment has permitted diabetics to — 
lead almost normal lives, provided the disease is — 
found early. A simple blood test permits detection — 
of the disease even in persons who do not have — 


symptoms of it. Over 100,000 Californians, con- 


servatively estimated, now have the disease but do ’ 
not know it. They may suffer a variety of complica- — 


tions and shortening of life, which could be avoided 


by more widespread application of available — 


knowledge. 


Stroke, paralysis of a part of the body due to 
disease of the blood vessels of the brain, is now a 


common cause of long-term disability. It is the most ~ 


frequent diagnosis among the thousands of persons 
in nursing homes in the State. However, much of 


the disability from this condition could be pre- 

vented if patients with stroke received appropriate : 
treatment immediately after onset of the condition, — 
and rehabilitation. Thousands of persons are com- 


plete or partial invalids because of failure to pro- 


vide intensive rehabilitation services to persons — 


with stroke. Some improvement is taking place, but 








x 


ihe major segments of the ppl YF comprehen- 
sive health services. Their essential unity is the im- 
portant concept. For purposes of analysis and 
greater understanding, each component will be 
discussed further, 





Chapter 7 
PREVENTION OF ILLNESS 


The Problem 


Modern disease prevention has moved far beyond 
the limits of checking the communicable diseases. The 
paths to its goal are now multiple: 

Through environmental control (such as control of 
the bacterial and chemical qualities of water, to pre- 
vent typhoid fever and dental caries); 

Through immunization (against such illnesses as 
diphtheria, whooping cough and poliomyelitis); 

Through early detection (of such chronic condi- 
tions as cancer of the cervix by the Papanicolaou test, 
and glaucoma by eyeball tension measurement); 

And through research (on such problems as coro- 
nary heart disease and lung cancer). 

The medical and scientific accomplishments of the 
last few decades have changed the pattern of illness; 
as a result, the prime centers of medical concern, in- 
cluding preventive medicine, have shifted. While it is 
still necessary to maintain vigilance over what were 
formerly the dread diseases, an important task now is 
to develop means for preventing the “modern epi- 
demics” such as lung cancer and coronary heart dis- 


The Committee recommends that: 


1. The State strengthen and broaden its environ- 
mental health services to cope with the hazards 
arising from the rapidly changing chemical and 
physical properties of our environment, includ- 
ing research into the effects upon health of new 
pollutants in the environment. 


2. Local health departments intensify their efforts 
in behalf of immunization programs against 
poliomyelitis and other diseases, to reach those 
segments of the population still relatively un- 
protected. 


3. Health agencies, business, industry and profes- 
sional groups implement programs of multiple 
screening under medical supervision and with 
medical interpretation to detect important 
chronic diseases early. 


4, Physicians in private practice and governmental 
and nongovernmental agencies which provide 


ease, which already account for one-fourth of all 
deaths among adult males in California.(1) 


Once it was the memace of water pollution which 
spurred cities to spend tens of millions of dollars for 
health protection; today medical and research findings — 
lead them to spend comparable amounts on investigat- — 
ing and curbing the sources of air pollution. And once 
the emphasis was necessarily on methods for cure of 
manifest ailment, but now modern medicine is pressing 
for the systematic application of available techniques 
for early detection of disease before symptoms or 
damage occur. 


In a world which sees few boundaries to achieve- 
ment, disease prevention faces new frontiers—both in — 
research and communication. It must foster diligent — 
search for those circumstances of modern life which — 
give rise to our fatal diseases (such as the work which ~ 
has identified cigarette smoking as a factor in lung — 
cancer), and it must inform the public of discoveries — 
and their significance. : 


medical services strengthen their efforts in the — 
health education of patients and their families. 

5. The State bring together research specialists in 
education, behavioral science and health edu- | 
cation to outline areas of needed research in 
health education methods and to suggest 
means by which such studies might be stimu- 
lated. 


6. Professional groups, health departments, 
schools, private agencies and civic organiza- 
tions concerned about public health make an 
all-out effort to secure adoption by their com- 
munities of practices, such as fluoridation, 
which have been scientifically proved of value 
to health. 

7. Appropriate agencies and groups undertake 
further research on mental illness, including 
personality disorders and antisocial behavior, 
and preschool mental health checkups. 
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ENVIRONMENTAL HEALTH SERVICES 


Learning to protect himself against disease through 
control of his environment has been one of man’s 
great achievements. Civilization was menaced by 
such plagues as cholera and typhoid fever before the 
dangers of polluted water were exposed and met, and 
we are now faced with the necessity for a large-scale 
attack on new environmental health problems. 


Application of our rapidly developing chemical 
technology exposes people to many new and possibly 
dangerous substances, such as hydrocarbons and heavy 
metals discharged from automobile exhausts into the 
air, insecticides used to protect food crops but left 
on the food as a residue, and even possibly the min- 
eral content of water. 


HOUSING 


A fundamental requisite to health is adequate hous- 
ing, not only sufficient living space and protection 
against the elements and insects, but also proper illu- 
mination, ventilation and temperature. Although re- 
frigeration and indoor toilets are accepted necessi- 
ties, not all California residences have them. Beyond 
such fundamentals, we have come to expect that to- 
day’s house should provide safety and privacy for its 
occupants. 


Until recently, improvement in housing could be 
effected by enforcement of certain minimum require- 





ments in building and housing codes. Now urban 
renewal and suburban development require extensive 
planning. Better control of land and subdivision devel- 
opment, along with city planning, are necessary if land 
for industrial, residential and recreational use is to be 
developed in proper community balance and in the 
interest of health. 


THE WORKPLACE 


Next to his home, the workplace probably consti- 
tutes the most important part of man’s physical and 
social environment. Improvements in the conditions 
of work, such as sanitation, and advances in safety de- 
sign and practices to reduce the rate of occupational 
accidents, have accompanied industrial progress. Many 
effective preventive measures are well known to the 


medical profession and to industrial hygienists, but for 
the further prevention of occupational diseases and 
accidents, such measures must first be accepted by 
workers and employers. 


Changes in industrial technology today expose 
workers to new hazards, especially chemical ones. For 
example, berylliosis emerged as a disease only after 
the substance beryllium came into common use a 
couple of decades ago in the production of a new 
type of lighting fixture. Animal testing of beryllium 
disclosed no adverse effect, and it was some years 
before beryllium was finally recognized as the cause 
of a chronic and sometimes fatal lung disease in man. 


Each year many California farm workers become 
ill, some fatally, because of exposure to new insecti- 
cides; diseases of the skin remain a common problem in 
industry; certain industrial practices contribute to lung 
cancer; and industrial use of the radioactive materials 
creates numerous problems. 


FOOD 


Although processing and preserving of food have 
improved greatly, the hazards have not been elim- 
inated. Continuing failure to provide sufficient toilet 
facilities in California fields where crops are being 
harvested means that contamination can occur in food 





production. Not many years ago, several cases of ty- 
phoid fever in the State resulted from consumption 
of unpasteurized cheese. Efforts to control insects have 
led to the use of powerful chemical sprays. The extent 
to which tiny amounts of such chemical residues on 
food are a danger to health has yet to be determined. 
Cancer, for example, may develop after many years of 
exposure to minute amounts of certain chemicals. Dur- 
ing 1960, an epidemic of hepatoma (a cancer-like dis- 
ease of the liver) occurred among _hatchery-raised 
trout in California and other western states, appar- 
ently because of a substance introduced into their 
food. Although the exact mechanism is still undeter- 
mined, the episode emphasizes the danger of environ- 
mental changes. 


WATER 


California’s growth raises the problem of the avail- 
ability of water, as well as its sanitary quality. Popula~ 
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tion is now expanding in areas where water has a high 
mineral content—total solids in excess of 2,000 parts 
per million. Generally, water becomes unpalatable and 
can also cause unpleasant physiological effects at about 
1,500 parts of total solids per million.’ (2) Certain 
ions, such as sodium, nitrate and chlorine, have limits 
of safety likely to be exceeded near this range of total 
solids concentration. Beyond these limits, total solids 


Cc 





may become toxic or contribute to dehydration. This 
problem will be of even greater importance when 
methods of converting salt water come into use. 


AIR 


Clean air is a matter of growing concern to public 
health agencies, not only because of the immediate 


= ee 
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eye irritation from smog, but also because unclean air 
may have long-term effects, such as cancer. Beginning 
efforts are being made to protect man from harmful 


’The drinking water standards as they pertain to total solids 
suggested by the Public Health Service are a maximum of 
1,000 parts of total solids per million. However, the State 
Board of Health is issuing temporary permits allowing 1,500 
parts per million until studies of the safe limits are completed. 


air pollution by regulation of waste emissions and by 
partial purification of air-supply to buildings. 

Attention to air quality will unquestionably in- 
crease in the coming decades. The tasks will be to 
control air pollution from auto exhaust and other 
metropolitan sources, make studies of the optimum 
design for the metropolitan environment, and develop 
and apply means to control air within buildings. 


RADIATION 


During recent years, the hazards of man-made radia- 
tion, such as leukemia, have become matters of public 
concern. Besides contamination from nuclear explo- 
sions, the danger in the medical uses of X-ray is of 
major concern. While the X-ray is an important in- 
strument in the diagnosis and treatment of disease, its 
use can be harmful and should never be undertaken 
without medical supervision. 

The State now checks radioactivity in air, food, 
water and medical sources of radiation. Data gathered 
by these means are expected to reveal whether further 
steps are necessary to protect man against the harmful 
effects of radiation. 





The Committee recommends that the State 
strengthen and broaden its environmental health 
services to cope with the hazards arising from the 
rapidly changing chemical and physical properties 
of our environment, including research into the ef- 
fects upon the health of new pollutants in the en- 
vironment. . 
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PERSONAL HEALTH SERVICES 


Diseases such as smallpox, diphtheria, whooping 
cough, tetanus and poliomyelitis, which only a few 
decades ago took the lives of thousands of Californians 
every year, should occur rarely, because immunization 
procedures are available. Yet failure to make use of 
immunization procedures has been responsible for the 
several thousand cases of these diseases recorded by 
California health departments in 1960. 


Studies in the State show that children in low in- 
come families with poor education are least protected 
by immunization. Such families rarely have regular 
medical care by private physicians, often neglect to 
use clinics established for immunization purposes, and 
do not readily respond to special efforts made to give 
them health protection.(4, 5) Isolated outbreaks of 
poliomyelitis in Detroit during 1958 and Rhode Island 
during 1960 indicate the danger of leaving substantial 
segments of the community relatively unprotected. 
Not just children, but adults of all socioeconomic 
strata must also keep up immunity against tetanus, 
poliomyelitis and other diseases. 


The Committee recommends that local health 
departments intensify their efforts in behalf of im- 
munization programs against poliomyelitis and 
other diseases to reach those segments of the pop- 
ulation still relatively unprotected. 


Besides immunization, the general periodic health 
examination is gradually achieving recognition as an- 
other means of preventing disease. Regular medical 
examination of well babies is customary in the United 
States. The physician examines the infant for evidence 
of abnormality, provides specific immunizations, re- 
views the growth pattern and advises the mother on 
feeding, behavior and other aspects of child develop- 
ment. 

Health supervision of pregnant women also has be- 
come an accepted part of medical care. It makes pos- 
sible the early detection of abnormalities that may 
threaten the life of the mother or child and prepares 
the mother for safe delivery and after-care. This kind 
of care has helped to reduce the maternal death rate 
from 71 per 10,000 live births in 1920 to 3 per 10,000 
in 1958. 

A periodic comprehensive health evaluation is fa- 
- vored by physicians, public health agencies and others 
as an important disease prevention measure. As in 
childhood, regular examinations during the later years 
of life can reveal chronic illness early enough to pre- 
vent disability. The pattern of regular visits to physi- 
cians for checkups does not extend into the adult and 
later years of life.! 

While the ultimate aim of preventive medicine is to 
prevent the occurrence of diseases, the immediate hope 
for reducing mortality and disability from chronic 


diseases rests largely upon early detection, followed 
by diagnosis and treatment. Multiple screening, per- 
formed on large groups of apparently well persons, 
has much to offer as a means toward early detection. 

A-screening test sorts out people who appear to be 
well but who have previously undetected diseases such 
as diabetes, which can be found with urine-sugar and 
blood-sugar tests; tuberculosis, through chest X-ray; 
and cervical cancer, by means of the cytology (Papan- 
icolaou) test for cancer. To be effective, such screen- 
ing programs must be conducted under medical direc- 
tion and with medical interpretation of test results. 
People whose test results indicate some abnormality 
are referred to physicians of their own choice for 
diagnostic study and treatment. One California study 
shows that about 15 percent of those screened were 
discovered to have previously unrecognized chronic 
conditions. (7 ) 

In addition to turning up new cases of significant 
disease, multiple screening also serves another impor- 
tant purpose in preventive medicine. It brings back 
under treatment many individuals who may have 
lapsed from medical care. e.g., patients with diabetes, 
glaucoma and other chronic diseases for whom con- 
tinuing medical supervision is so important. Multiple 
screening also provides an opportunity for health edu- 
cation. Such a health service creates a favorable cli- 
mate in which to learn about the significance of over- 
weight, sugar in the urine, high blood pressure, proper 
care of the eyes and many other aspects of health 
which it is desirable for the general public to under- 


- stand. 


The Committee recommends that health agen- 
cies, business, industry and professional groups, 
implement programs of multiple screening under 
medical supervision and with medical interpreta- 
tion to detect important chronic diseases early. 


To accelerate the application of scientific advances, 
many barriers must be overcome: 


1. The slow diffusion of knowledge from re- 
search, which may result in conflicting medical 
opinion and advice and confusion among pa- 
tients; 


2. The failure of many intensive health education 
efforts, which indicates that research in health 
education technique is needed; 


3. The shortage of personnel trained in health 
and educational methods; 


1The 1958 California Health Survey revealed that 37 percent 
of the population had not seen a physician in the past 
year. Of those who did, many did not have a physical 
checkup.(6) Indications are that if the entire population 
did undergo an annual physical examination the workload 
of physicians would be vastly increased. 
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4. The bombardment of the public with fraudu- 
lent advertising and cultism, 


5. The lack of or poor distribution of community 
services. 


The Committee recommends that physicians in 
private practice and governmental and nongov- 
ernmental agencies which provide medical services 
strengthen their efforts in the health education of 
patients and their families. 

The Committee recommends that the State bring 
together research specialists in education, behav- 
ioral science and health education to outline areas 
of needed research in health education methods 
and to suggest means by which such studies might 
be stimulated. 


COMMUNITY HEALTH 


The solution to many of today’s important commu- 
nity health problems lies in the provision of needed 
services and depends upon public decision and action. 


FLuorIpATION—The water supplies of only 20 Cali- 
fornia communities are fluoridated, although the value 
and safety of fluoridation in reducing dental caries 
have been scientifically proven. In a majority of elec- 
tions held in California since 1951, the voters have 
rejected it. Studies here and elsewhere indicate no 
locality has effectively mobilized its health education 
resources on this issue in any sustained way. A suc- 
cessful fluoridation campaign would involve convert- 
ing every physician’s and dentist’s office into an active 
health education center, introducing discussion of 
fluoridation into the school curriculum, assigning 
health department staffs to teach about fluoridation, 
and gaining support from voluntary agencies and vol- 
unteers. 


Accipents—Intensified educational efforts are indi- 
cated if the mounting rates of disability and death 
from accidents are to be halted. Studies show that 
many such educational campaigns have failed, and 
analysis of the reasons is needed. It is known, for 
instance, that educational programs have stimulated 
the installation of seat belts in cars, but have not suc- 
ceeded in convincing all owners to use them. 


Nutrition—The young and old appear to be partic- 
ularly susceptible to fraudulent advertising and the 
appeal of health faddists. There is a need for educating 
the public to distinguish between scientific and pseudo- 
scientific information. It is also necessary to re-exam- 
ine nutrition education in schools and teacher training 
institutions. 


The Committee recommends that professional 
groups, health departments, schools, private agen- 


cies and civic organizations concerned about pub- 
lic health make an all-out effort to secure adop- 
tion by their communities of practices, such as 
fluoridation, which have been scientifically proved 
of value to health. 


Community HEattH Servicrs—Fragmentation and 
disorganization characterize many community personal 
health programs. Many well-intentioned efforts fail 
because they are undertaken or dominated by too nar- 
row a segment of the population. Study, planning and 
action toward improved health services should be a 
continuous process engaging the efforts of a cross- 
section of local leadership. 

How community personal health services are used 
depends upon their availability and the desire to use 
them. Experience with community programs has 
shown that if services are available at convenient times 
and places and at reasonable cost, people will use 
them. However, intensified health education effort is 
needed to reach minority ethnic groups, older people 
and those in lower socioeconomic brackets. 


PREVENTION OF MENTAL DISEASE 


Prevention of mental disorders is much less effective 
than prevention of disease in other areas of medicine, 
partly because the causes of many serious mental dis- 
orders—among them schizophrenia, manic-depressive 
psychosis and paranoia—remain unknown. Although 
the word “prevention” is often used in connection 
with the functions of child guidance clinics, schools 
and the effects of sound family relationships, the ob- 
jectives of prevention in this context lack specificity. 

Because the specific causes of most mental disorders 
are unknown, much of the work relating to prevention 
is based on current psychiatric theory. It is generally 
assumed that those suffering from mental disorders are 
more prone to succumb to environmental pressures 
which they are unable to withstand. The effects of 
stress situations have a marked effect on those sus- 
ceptible to psychoneuroses, psychomatic conditions, 
personality disorders and temporary situational crises. 
Despite the fact that it is not known whether schizo- 
phrenia and other psychoses result from a single factor 
or from a combination of factors such as heredity, 
family stresses or infection, stress which the individual 
cannot handle may either precipitate a mental dis- 
order or cause added emotional crippling. Thus, the 
proper handling of stress situations offers itself as a 
method of primary or secondary prevention of mental 
illness. 

The development of those aspects of personality 
which help an individual to carry on in the face of dif- 
ficulties is a legitimate part of the total mental health 
effort. Programs directed toward this end are some- 
times referred to as “positive mental health.” To this 
end, early conditioning situations of the newborn are 
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considered of extreme importance. For instance, many 
infants who are institutionalized for mental retarda- 
tion, turn out, on closer examination, to be suffering 
from maternal neglect. Such emotional deprivation, if 
discovered early enough, is readily remedied by 
“tender loving care.” Failure to supply the infant’s 
‘emotional needs markedly retards growth and develop- 
ment. 

The proper balance between the protection of a 
growing infant and the opportunities for him to ex- 
pand and grow offers an important key to physical, 
social, emotional, spiritual and intellectual factors 
which are essential for healthy personality growth. 
From the point of view of primary prevention, and of 
assisting those more sensitive to external pressures to 
adapt, the social environment is extremely important. 
This includes the influences of the family, early as- 
sociations with others, the school situation and _ in- 
creases in responsibility. These are proper targets for 
preventive activity, both for the prevention of specific 
disorders and for building strength and resistances into 
people to help them meet the stresses of life. 

Genetic factors are increasingly recognized as very 
important to healthy human development. Although 
knowledge in this area is limited, it is hoped that with 
more knowledge genetic defects may be corrected to 
the point of preventing damage. The prenatal period 
of life offers an extremely important area of primary 
prevention of mental disorders by putting into effect 
what little is known concerning such factors as nutri- 
tion, damage from infection and effects of trauma. Of 
great importance is the preparation of the family for 
the as yet unborn individual. 

- Mental retardation has been attributed to as many as 
60 different causal factors, some of which are amen- 
able to preventive techniques. For example, it has been 
recently discovered that mental retardation due to 
phenylketonuria is caused by a particular amino acid 
that some infants cannot properly digest. This condi- 
tion runs in families.(8) Although the incidence of this 
type of mental retardation is small, the metabolic error 
that predisposes the infant toward it can be detected by 
a simple and inexpensive laboratory test within a few 
weeks after birth.(9) It is hoped that the condition can 
then be prevented or checked by eliminating from the 
child’s diet the amino acid it cannot digest.(10) 

An important cause of mental retardation results 
from the toxic effects of infectious diseases suffered by 
the mother during pregnancy. German measles in the 
mother is extremely dangerous to her unborn child. 
Some have suggested that all girls should be exposed to 
this disease in childhood, when it is generally mild, to 
eliminate it as a complication during pregnancy. 

Certain mental disorders result from brain damage 
due to circulatory difficulties, the effects of accidents 


and certain toxins. Although specific measures may be 
taken to correct or alleviate the effects of brain lesions 
and toxins, little can now be done to prevent the ef- 
fects of arteriosclerotic damage. 


Mental disorders caused by vitamin deficiencies can 
be prevented or checked. The effects of pellagra and 
primary anemia can be overcome by proper diet. 
Vitamin deficiency is frequently found in many 
elderly patients entering mental hospitals and can be 
rapidly relieved. 


A frame of reference for the consideration of mental 
health factors includes these zones: (1) the prenatal, 
from which all persons pass as they are born, to (2) 
the area of healthy existence in which people remain 
as long as they are able to look after themselves. In 
this zone a person gets along without special assistance 
from others. When excessive stress occurs to the ex- 
tent that special assistance is needed, one then enters 
(3) the zone of nonpsychiatric trouble. Here, the em- 
phasis is on providing ways and means of handling the 
precipitating stress situation so that the normal re- 
actions of anxiety, hostility and other emotions con- 
tinue to operate in a useful way to assist in meeting 
obstacles and threats. Persons who can assist in this 
function are those engaged in such activities as public 
assistance agencies, home visiting personnel, public 
health nurses, physicians treating general disorders, 
those who assist in financial or employment problems, 
vocational rehabilitation personnel, ministers, lawyers 
and others. 


Those who under stress and strain develop emo- 


_tional reactions which cease to be useful and become, 


in fact, crippling and detrimental to proper function- 
ing, and who develop a true mental disorder, are in- 
cluded in (4), the zone of psychiatric disease. Here 
they need early treatment and rehabilitation. Obvi- 
ously, primary prevention does not occur in zone 4. 


The consideration of prevention of mental disorders 
serves to emphasize our lack of information about 
these disorders. Such information as is available, how- 
ever, suggests emphasis should be placed on the pri- 
mary aspects of prevention, that is, prevention of the 
occurrence of the disorder. Suggested also are early 
treatment and rehabilitation once mental disorder oc- 
curs. In an area where the sad facts of lack of knowl- 
edge are all too apparent, emphasis on primary pre- 
ventive techniques should encourage further research 
as of first importance. 


The Committee recommends that appropriate 
agencies undertake further research on mental ill- 


ness, including personality disorders, antisocial be- 
havior and preschool mental health checkups. 
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Chapter 8 


The Problem 


Medicine has always been committed to the search 
for better methods of treating the sick. The level of 
care and the means of providing it change in relation 
to scientific, social and economic developments. New 
diagnostic principles and procedures, and definitive 
treatment where none existed a few decades ago, make 
the practice of medicine much more precise than for- 
merly and offer new hope to many. Early and positive 
diagnosis has become imperative because many previ- 
ously fatal and disabling diseases (such as certain 
_ forms of heart disease, diabetes, and some diseases of 
the kidney) are now curable or controllable if diag- 
nosed in time. 

_ The scientific breakthroughs of the past thirty 
_ years, an increasingly mobile and expanding popula- 
| tion, use of hospitals for diagnosis as well as treatment, 
_ the high cost of medical care (for hospitals, drugs and 
. ancillary services) and new social attitudes, have all 
_ brought about great changes in the practice of medi- 
cine. 
The role of the physician as the central figure in 
_ ministering to the sick is no longer clearcut. There are 
‘now many health professions, and the large number of 
_ people in them creates a need for more efficient organ- 
ization of health services. Among the ancillary serv- 
ices, nurses have been joined by social workers, dieti- 
_tians, physical and occupational therapists, X-ray and 
laboratory technicians, medical records librarians and 
many others. For each physician there are more than 
eight allied health workers. 
_ The often fearful patient, seeking help in the con- 
_ fusing maze of people, services and institutions, needs 
_a physician who will take full responsibility for super- 
_ vising his total medical care, who will hold his needs 
paramount, and who can give him confidence that 
every effort is being directed toward his cure. This 
_ process may involve not only the doctor’s own spe- 















The Committee recommends that: 


1. All Californians have a personal physician as 
the key element in medical care." 





_ DISSENTING COMMENT 

1”J think this concept too limiting. Not every physician has 
the administrative time or skill to organize his patients’ 
tours through diagnostic and treatment procedures. 
He has come nearer to a recognition of the necessity 
of teamwork with other doctors and professional 


: 
DIAGNOSIS AND TREATMENT 
4 


69 


cialty but consultation with other physicians and use 
of the paramedical specialties mentioned above. 

Ancillary services have evolved so rapidly and in 
such variety and number that serious lack of coordi- 
nation among them and with the physician has devel- 
oped. Because of inconsistencies and confusion in the 
licensing of the various health professions, their func- 
tions and relationships are often unclear. These must 
be clarified if an integrated and harmonious health 
care system is to be achieved. The welfare of the pa- 
tient — the crucial concern — demands intensive and 
dedicated effort from leaders in the health field. 

Medicine has a long history of concern with pro- 
fessional ethics and self-discipline. In recent years, 
anxiety has been expressed as to whether the medical 
profession can discipline the small minority of physi- 
cians who engage in unethical practices or malpractice. 
Voluntary efforts of hospital staff organizations, 
county medical societies through their hospital and 
professional relations committees and specialists’ socie- 
ties aim at maintaining high professional standards. 
However, today no organization—either public or pri- 
vate—effectively exercises authority over standards of 
professional performance outside the hospital. 

Both the profession and the public are concerned 
about the harmful consequences of certain practices 
with which a small number of doctors may be 
charged: failure to call in a consultant when this is 
indicated; performance of ill-advised or unnecessary 
operations, or operations by inadequately trained 
physicians when qualified physicians are available; use 
of inadequate diagnostic procedures prior to treat- 
ment; giving of unnecessary medication; failure to 
keep up with advances in medicine. Wasteful use of 
health resources and exorbitant costs result from the 
excessive hospitalization for which some physicians, 
patients and health plans share responsibility. 


health personnel. He has learned from the legal and 
other professions that there can be partnership, or 
group feeling of responsibility for the individual client. 
| believe the old traditional idea of a ‘personal 
physician’ is giving way to a new patient-physician 
relationship which is an attitude of mind rather than 
a status, a professional concern for the health of the 
patient by all persons or groups who practice the 
healing arts.” 
Stephen I. Zetterberg 
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Early diagnosis and treatment services be cov- 
ered under prepayment plans, both in and out 
of hospitals. 


. The health professions, among themselves and 


in cooperation with other interested groups and 
agencies, pursue efforts to appraise the best 
use of their skills, encouraging appropriate re- 
search and pilot programs to develop more ef- 
ficient methods of health care through more 
effective use of allied health personnel. 


. Licensing and certification of the health profes- 


sions and health institutions be the responsibil- 
ity of the State Department of Public Health; 
that there be a licensing board for each pro- 
fession, with each board having authority to 
set minimum training requirements for licensure; 
that to assist the Department, an advisory coun- 
cil, representing the public and the licensed 
professions, be created to set general policies, 
develop uniformity of licensure standards, co- 
ordinate the activities of the examining boards, 
and study and make recommendations concern- 
ing relationships among the health professions; 
and that the council include representation of 
physicians (M.D. and D.O.), dentists, nurses, 
hospital and nursing home administrators and 
the public, all on a permanent basis, and other 
licensed health professions on a rotating basis. 


Medical 
composed of five physicians, be elected by li- 


Disciplinary Committees, 


censed physicians and surgeons in each region, 
and that the Boards of Medical Examiners and 
Osteopathic Examiners be constituted of one 
physician to be appointed by the Governor 
from each Regional Medical Disciplinary Com- 
mittee; that the Regional Medical Disciplinary 
Committees be empowered to review and 
screen complaints in their respective regions 
and make recommendations to the Boards of 
Medical and Osteopathic Examiners, respec- 


tively; and that authority of the Boards should 
be expanded fo include: ’ 


a. Revocation or suspension of licenses for any 


act of professional incompetence or for any — 
dishonorable or unethical practice likely to — 
deceive, defraud or harm the public. 


b. Review of denial or revocation of member- — 
ship on hospital medical staffs, and medical — 
service agencies, to confirm or deny the ac- 
tion. (Comparable authority should be 
granted to the licensing and certification — 
boards for other professional health per- — 
sonnel.) a 


. The Boards of Medical and Osteopathic Exam- 


iners review medical practice standards in hos- — 


pitals, survey professional practices, and re- 


port findings to the State Department of Public 
Health, and that the Department of Public — 
Health adopt the medical practice standards — 
established by the Boards of Medical Examiners — 


and Osteopathic Examiners as a part of hos- ~ 


pital licensure requirements, and be empow- — 
ered to revoke hospital licenses for noncom- — 
pliance with these standards. . 


. The California Hospital Association's “Guiding — 


Principles for Hospitals’ and the California — 
Medical Association's “Guiding Principles for — 
Physician-Hospital Relationships” be adopted 7 
by hospitals and their medical staffs.’ * 





DISSENTING COMMENT . 
11 do not concur in recommendation 5. The Power of gov- 


erning should not be parcelled out to private or to 4 
selectively elected special groups. Nor do | feel that 


it is good administrative practice to create a number — 
of new disciplinary boards, when the uniform hearing _ 


procedures of the Department of Vocational Stand- — 
ards could be used.” 


2“I do not concur in recommendation 7. | do not think this 4 
Committee should recommend blanket adoption by — 
reference of proposals enacted or adopted by non- 


governmental private organizations. If we desire, we 
should set these principles out in our own text.” 


Stephen I. Zetterberg — q 
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PATIENT-PHYSICIAN RELATIONSHIP 


The effective practice of medicine is the art of 
applying the science of medicine to the care of the 
patient. Central to it is the relationship between patient 
and physician, to which both must bring significant 
qualities. 


The patient’s role lies principally in reposing that 
confidence in his physician which enhances treatment. 
From this trust flows his willingness to bring both his 
early physical symptoms and emotional problems to 
his doctor, and the conviction with which he cooper- 
ates in treatment. 


In order to inspire this measure of trust, the physi- 
cian must be professionally capable of caring for his 
patient within the limits of his field, able to recognize 
when he has reached those limits, and willing to turn 
to his colleagues for consultation. He must have genu- 
ine feeling for the sick person he is treating and for 
his total situation, but he must also cleave to the ob- 
jectivity without which his judgment would be im- 
paired. 


The relationship between physician and patient is 
the living core of medicine however its services are 
paid for, and wherever it is practiced—whether in a 
field, a home, a private office, a hospital, a factory or 
an institution. And it is often so crucial to the ultimate 
outcome of treatment that all members of the ancillary 
medical group (the secretary, nurse, therapist and 
others), should be aware of how they can foster and 
strengthen it. 


| The Committee recommends that all Californians 
have a personal physician as the key element in 
medical care. 


IMPORTANCE OF DIAGNOSIS AND TREATMENT 
IN THE SPECTRUM OF HEALTH SERVICES 


Most of the work of physicians, dentists, nurses, the 
allied health professions and hospitals is directed to the 
diagnosis and treatment of illness. The California 
Health Survey of 1958 showed that Californians (ci- 
vilian, noninstitutionalized population) averaged six 
physician visits a year in addition to care received in 
hospitals. About 80 percent of these visits to physicians 
were made for diagnosis and treatment, the services to 
which most of our available health resources are now 
committed.(1) Information disseminated by the popu- 
lar press, radio and television about new drugs, “mir- 
acle” surgery and cures for formerly incurable diseases 
stimulates public demand for diagnostic and treatment 
services. 

The ability of physicians to diagnose disease accu- 
rately distinguishes modern medicine most sharply 
from quackery and cultism. The treatment of disease 
has shifted from relieving manifest symptoms to get- 
ting at their causes. Good diagnosis, which takes ac- 
count of both the pathologic condition and how it 
affects the patient’s total health, depends upon the 
physician’s skill, judgment, experience, and upon the 
equipment and aids available to him. 


IMPORTANCE OF EARLY DIAGNOSIS 
AND TREATMENT 
The pattern of disease in America has changed 


markedly. In contrast with the communicable diseases 
which headed the list a half century ago, diseases of 


the heart and blood vessels, cancer and accidents are 


now the leading causes of death.(2) 
The means by which communicable diseases are 
controlled—environmental sanitation, improved gen- 
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eral living conditions and immunization—are not effec- 
tive in controlling chronic diseases. 

Safe water, milk and food have practically elimi- 
nated the dangers of many communicable diseases. 
These measures require little effort from individuals 
once public policy is established. On the other hand, 
control of chronic disease often involves a high de- 
gree of cooperation between the patient, his physi- 
cian,. the allied health professions, services, facilities 
and agencies concerned with medical care. One of the 
most important factors in the control of chronic dis- 
eases is their recognition and prompt treatment in 
asymptomatic or early stages. Evidence indicates that 
for many of the chronic diseases, early diagnosis and 
treatment is critical in reducing disability and prema- 
ture death. 

Close to 1,000 women, for example, died from can- 
cer of the uterus in California in 1958.(2) Complete 


1910 





1930 





1950 





1959 





cure of this type of cancer is possible if it is diagnosed 
and treated early. To detect uterine cancer early re- 
quires that women, particularly those over 30, undergo 
periodic checkups. Better ways of persuading people 
to seek such early diagnostic services are essential. 

One way to do this is through prepayment for early 
diagnostic and treatment services both in the hospital 
and the doctor’s office. Traditionally, most prepay- 
ment plans cover only hospital and surgical expenses, 
but benefits gradually are being extended to pay for 
other services as well. Continued expansion of benefits 
to include out-of-hospital diagnosis and treatment 
would have a two-fold purpose: to encourage people 
to seek periodic health examinations and continuing 
medical care, and to reduce the need for hospitaliza- 
tion. 


The Committee recommends that early diagnosis 
and treatment services be covered under prepay- 
ment plans, both in and out of hospitals. 


EVIDENCE OF SUBSTANTIAL AMOUNTS OF 
UNDETECTED DISEASE IN THE POPULATION 


In any group of people there will be some with 
untreated disease. In their early stages, many illnesses 
are asymptomatic. Some ostensibly healthy people are 
actually in the early stages of illness. For this reason, 
all people must be educated to seek regular medical 
examination. Also, some persons think their symptoms 
too trivial to warrant seeing a physician, Ignorance 
about the significance of symptoms, fear, superstition, 
lack of money, inaccessibility of medical services and 
cultural factors may also inhibit people from obtaining 
medical care. Periodic health examinations, multiple 
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screening under medical direction and with medical 
interpretation, and other methods of early detection 
can uncover much serious illness in the early stages. 

Some evidence indicates significant amounts of un- 
diagnosed disease. In one study, 40 percent of 1,513 
business executives were found to have previously 
undetected disease. The study team estimated that over 
one-half of these conditions could cause death or ma- 
jor disability if allowed to continue unchecked. (3) 

In Hunterdon County, New Jersey, between 1952 
and 1954, complete clinical evaluations were per- 
formed on a selected population sample. The examin- 
ing team found that for 60 percent of the medically 
disabling conditions they diagnosed, insufficient or 
unsatisfactory care had been received during the pre- 
ceding year. Unwillingness of patients to follow the 
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recommendations of their own physicians frequently 
was a reason medical care had not been received. In 
other instances, patients had not been diagnosed dur- 
ing the previous year and thus had not had proper 
care. The evaluation team also found that 13 percent 
of the conditions had been previously diagnosed in- 
correctly. They estimated that although only 6 per- 
cent of the medically disabling conditions could have 
been altogether averted, three out of ten of the condi- 
tions they diagnosed could have been prevented from 
reaching the stage in which they were found at the 
time of clinical examination. (4) 
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MORE EFFECTIVE USE OF 
ALLIED HEALTH PERSONNEL 


A study committee of the American Medical As- 
sociation found that “ ... the physician of today is 
confronted with the most complex and variable pattern 
of relationships in the health professions that has ever 
existed”. In 1900, three out of every five professional 
health workers were physicians; in 1950, one in five 
were physicians; by 1955, there were eight workers in 
health services for each physician. (5) As a result of 
scientific and technical progress, many new health oc- 
cupations have been emerging. Besides physicians, 
dentists and nurses, health manpower now includes, 
among others, research scientists, technicians of var- 
lous kinds, psychologists, social workers, physical 
therapists, dietitians and sanitary engineers. 

With expanding population and increased demand 
for medical care has come a threatened shortage of 
physicians. In recent years physicians have tended to 
delegate certain functions to allied professions. Such 
use of allied personnel has developed somewhat er- 
ratically under the pressure of need, and depends upon 
the availability of assistants, developments in medical 
- technology and changes in the form of medical prac- 
tice. 

Nonprofessional responsibilities have also been 
added to existing functions. The professional nurse, in 
addition to responsibility for bedside care and direct 
assistance to physicians, frequently must also act as 
administrator or teacher, and keep abreast of evermore 
complex technical procedures. 

The development of new ancillary services has been 
so rapid that the professions often are slow to as- 


similate them. Although dentists, for instance, can in- 
crease productivity by using dental hygienists to assist 
them, some dentists have not availed themselves of 
such help. The severe shortages of health manpower 
make it essential that the medical and related profes- 
sions come to grips with the problem of using allied 
health workers wherever appropriate. 


NEW EMPHASIS IN TRAINING OF 
HEALTH PERSONNEL NEEDED 


A serious problem in educating allied health workers 
is how to relate the curriculum to the realities of day- 
to-day job responsibilities. Nowadays, patterns of 
patient care can change rapidly and training is apt to 
lag behind the latest trends. Most new graduates in the 
health fields are not prepared to work effectively with 
other allied health workers although the concept of the 
“health team”, in which every member has a recog- 
nized function, is gaining widespread acceptance. 


Interprofessional communication would also be 
facilitated if the jargon and vocabulary which each 
health profession tends to develop were clarified. If 
education is to be more effectively related to the main- 
stream of medical practice, liaison between the practic- 
ing professions and educators must be strengthened. 


Pilot projects, sponsored by governmental and non- 
governmental agencies, are needed to delineate the ap- 
propriate relationships among allied health occupations 
to develop more effective methods for using personnel 
in these occupations. Nursing has made considerable 
progress in training nurses on several levels of profes- 


- sional skills. Similar programs should be undertaken in 


other health fields. Medical centers, too, can make a 
great contribution by developing programs for inte- 
grating the functions of the many professions they 
train which comprise the health team. 


The Committee recommends that the health pro- 
fessions, among themselves and in cooperation 
with other interested groups and agencies, pursue 
efforts to appraise the best use of their skills, en- 
couraging appropriate research and pilot pro- 
grams to develop more efficient methods of health 
care through more effective use of allied health 
personnel. 


NEED FOR COORDINATING LICENSURE OF 
HEALTH PROFESSIONS AND FACILITIES 


The California laws regulating licensure of the 
health professions pose many unresolved issues. Some 
of the health professions are licensed by the State, 
others are certified or registered and some come under 
no legal authority. Licensure laws prohibit unlicensed 
persons from practicing, but certification procedures 
merely prohibit practitioners lacking a certificate from 
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using authorized titles. (For example, only certified 
psychologists may call themselves psychologists.) 

Certain practitioners are not required to be under 
the direction or supervision of a physician and these 
professional groups practice independently of phy- 
sicians, e.g., optometrists and podiatrists. Failure to 
agree on their functions and level of professional skill 
results in practice isolated from medicine. In general, 
these groups are excluded from hospital staffs. When 
licensing and certification of a single profession co- 
exist, as in the case of physical therapy, confusion 
often results. 

At present, 9 professional boards in the Department 
of Professional and Vocational Standards have au- 
thority over 17 professional groups. There is also a 
separate Board of Osteopathic Examiners.(6) (The 
Department of Public Health is responsible for licens- 
ing medical laboratory technologists and clinical bio- 
analysts.) These boards function independently of one 
another, and without uniform policies or criteria to 
guide them in determining licensure or certification 
qualifications. Neither do the regulations clearly de- 
lineate the scope within which the various professions 
may practice. No mechanism exists for coordinating 
the objectives and activities of the various boards. 

California’s hospitals and nursing homes are licensed 
by the State Department of Public Health. Licensure 
regulations principally involve standards for physical 
plants and equipment; standards relating to medical 
practice in such institutions are minimal. 

Because the increasing interdependence of medical 
facilities and the health professions makes it important 
to clarify and standardize licensure procedures, the 
Committee believes that a single health agency, the 
State Department of Public Health, should be given 
administrative responsibility for licensing and certify- 
ing the health professions, hospitals, nursing homes 
and related health care facilities. 


The Committee recommends that licensing and 
certification of the health professions and health 
institutions be the responsibility of the State De- 
partment of Public Health; that there be a licensing 
board for each profession, with each board having 
authority to set minimum training requirements for 
licensure; that to assist the Department, an advi- 
sory council, representing the public and the li- 
censed professions, be created to set general 
policies, develop uniformity of licensure standards, 
coordinate the acivities of the examining boards, 
and study and make recommendations concerning 
relationships among the health professions; and 
that the council include representation of physi- 
cians (M.D. and D.O.), dentists, nurses, hospital 


and nursing home administrators and the public, 
all on a permanent basis and other licensed health 
professions on a rotating basis. 


QUALITY OF DIAGNOSTIC AND 
TREATMENT SERVICES 


In the United States, voluntary professional organi- 
zations and allied groups play an influential role in 
setting standards for controlling the quality of medical 
care. Many are active in upgrading standards of pro- 
fessional qualifications and performance. In particular, 
national specialty boards have advanced the levels of 
professional skill in medicine and dentistry. Established 
by the professions, these boards certify specialists who 
meet their standards of education, knowledge and ex- 
perience. 

The organized medical staff in hospitals establishes 
procedures and qualifications for appointment to the 
staff, defines the areas of professional competence of 
its members, requires consultation in difficult cases, and 
establishes committees to review professional services 
and level of medical performance in the hospital. The 
Joint Commission on Accreditation of Hospitals sets 
standards for improving patient care in accredited 
hospitals. The recently developed “Guiding Principles 
for Physician-Hospital Relationships” of the California 
Medical Association states: 


“Rules and regulations having their origin in these 
committees have one main objective—the insur- 
ing of the best possible medical care for the pa- 
tient in the safest and most economical manner. 
Each physician has a responsibility to be an active 
participant in the work of any of the committees 
to which he has been appointed. Of equal import- 
ance, each physician must make it his personal 
responsibility not only to comply with decisions 
made by the staff on recommendations of its com- 
mittees, but to insist that all other physicians also 
comply. He must be willing to call a colleague 
to an accounting if he thinks the colleague has 
erred. Likewise, he too, by reason of his staff 
membership, must be governed by the same con- 
ditions.” . 


Another method for measuring and improving the 
quality of medical care in hospitals is being developed 
by the Commission on Professional and Hospital Ac- 
tivities, sponsored by the American College of 
Surgeons, American College of Physicians, Ameri- 
can Hospital Association and the Southwestern Mich- 
igan Hospital Council. Under this system, diagnosis 
and treatment of conditions for which standards of 
management are widely accepted is evaluated from 
medical records analyzed by a committee of the hos- 
pital medical staff. Two California hospitals are among 
the 136 in the nation participating in this pilot pro- 
gram.(7) 
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DIFFICULTIES IN EXERCISING 
MEDICAL DISCIPLINE 


Although progress has been made in upgrading 
care in those general hospitals which have instituted 
the procedures described above, no systematic ap- 
proach has been made to the problem of controlling 
quality of care in physicians’ offices, patients’ homes 
and outpatient clinics. 

In California the grievance committees of county 
medical societies attempt to discipline physicians who 
engage in unprofessional practices harmful to the pub- 
lic. Medical societies are critical of physicians who 
fail to call in a consultant when this is indicated; who 
perform operations for which their training is inade- 
quate when qualified physicians are available; who 
operate unnecessarily; who fail to carry out adequate 
diagnostic procedures prior to treatment or surgery; 
who prescribe unnecessary or incorrect medication, 
and who fail to keep abreast of advances in medicine. 
Unethical practices such as fee-splitting, overcharging 
and excessive hospitalization lead to wasteful use of re- 
sources and to exorbitant costs. Although only a small 
number of physicians engage in such practices, the 
profession feels that these must be completely elim- 
inated. However, efforts of voluntary medical groups 
to control such activities are hampered by lack of 
authority over physicians who do not choose to com- 
ply. Attempts to enforce disciplinary measures in cases 
of professional incompetence have resulted in suits 
being brought against hospital medical staffs and 
county and State medical societies. Consequently, 
medical bodies have become increasingly reluctant to 
pursue disciplinary action. 


To remedy the situation, the Boards of Medical and 
Osteopathic Examiners need authority to discipline 
incompetent physicians. The Boards ascertain the pro- 
fessional competence of applicants at the time of li- 
censure. However, once a license is issued the Boards 
are powerless to suspend or revoke it for subsequent 
professional incompetence. The Boards’ disciplinary 
authority to suspend licenses is limited largely to 
criminal offenses, e.g., narcotics addiction, criminal 
abortion, or crimes involving moral turpitude. A li- 
cense also may be suspended when a licentiate is adju- 
dicated insane or mentally ill, or when a physician 
voluntarily commits himself to a State hospital for 
treatment of a mental illness. The Boards are power- 
less to act even when malpractice or gross professional 
incompetence has been demonstrated. 


Other states have granted broader powers to their 
examining boards. In Washington, the Medical Board 
which is elected by licensed physicians may revoke 
licenses when repeated acts of gross misconduct have 
been proven.(8) Delaware recently enacted legislation 


broadening the powers of its medical and osteopathic 
boards. (9) 


The Committee urges broadening the disciplinary 
powers of the Boards of Medical Examiners and Osteo- 
pathic Examiners. For this purpose the State should 
be divided into a number of regions, each having its 
own Regional Medical Disciplinary Committee (one 
for M.D. and another for D.O. physicians) composed 
of five physicians elected by licensed physicians and 
surgeons in the respective regions. These Regional 
Medical Disciplinary Committees should be empow- 
ered to review complaints against any licensed physi- 
cians, to hold official hearings, and recommend appro- 
priate action to the Boards of Medical and Osteopathic 
Examiners. The Boards of Medical Examiners and 
Osteopathic Examiners should each be constituted of 
one physician from each regional committee to be 
appointed by the Governor, and empowered to revoke 
licenses for malpractice and unethical conduct. Also, 
the boards should have similar powers to confirm or 
deny the actions of hospital staffs in dropping physi- 
cians from membership. 


The Committee recommends that Regional Med- 
ical Disciplinary Committees, composed of five 
physicians, be elected by licensed physicians and 
surgeons in each region, and that the Boards of 
Medical Examiners and Osteopathic Examiners be 
constituted of one physician to be appointed by 
the Governor from each Regional Medical Disci- 
plinary Committee; that the Regional Medical Dis- 
ciplinary Committees be empowered to review and 
screen complaints in their respective regions and 
make recommendations to the Boards of Medical 
and Osteopathic Examiners, respectively; and that 
authority of the Boards should be expanded fo in- 
clude: 


a. Revocation or suspension of licenses for any 
act of professional incompetence or for any 
dishonorable or unethical practice likely to 
deceive, defraud, or harm the public. 


b. Review of denial or revocation of member- 
ship on hospital medical staffs and medical 
service agencies, to confirm or deny the ac- 
tion. (Comparable authority should be 
granted to the licensing and certification 
boards for other professional health per- 
sonnel.) 
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STANDARDS FOR HOSPITALS 


More than half of California’s general hospitals with 
25 beds or more (the minimum needed for accredita- 
tion) are not accredited by the Joint Commission on 
Accreditation of Hospitals. These unaccredited hospi- 
tals include almost a quarter of the State’s general 
hospital beds.(10) Although there may be many rea- 
sons for a hospital to be unaccredited, it should be 
borne in mind that the standards of the Joint Com- 
mission are minimal. The public needs to be better 
informed about the purpose of accreditation. 


The Committee recommends that the Boards of 
Medical and Osteopathic Examiners review medi- 
cal practice standards in hospitals, survey profes- 
sional practices, and report findings to the State 
Department of Public Health, and that the Depart- 
ment of Public Health adopt the medical practice 
standards established by the Boards of Medical 
Examiners and Osteopathic Examiners as a part of 
hospital licensure requirements, and be empow- 
ered to revoke hospital licenses for noncompliance 
with these standards. 

The Committee recommends that the California 
Hospital Association's “Guiding Principles for Hos- 
pitals” and the California Medical Association’s 
“Guiding Principles for Physician-Hospital Relation- 
ships” be adopted by hospitals and their medical 
staffs. 


NEED FOR PUBLIC EDUCATION 


The intelligent use of health services and resources 
requires an informed public. Mass communication 
media frequently carry articles and programs on health 
which create unrealistic expectations on the public’s 
part about the power of doctors to cure illness. Prob- 
lems arise when patients with only a little bit of 
knowledge demand treatment that is either untested or 
not appropriate to their conditions. 

People in the health professions are in a strategic 
position to educate patients about health and illness, 
but this opportunity is often neglected. Many mis- 
conceptions and fears originate from the failure of 
physicians and nurses to take the time to do an ade- 
quate educational job. 


CONTINUING EDUCATION OF PHYSICIANS 
AND HEALTH PERSONNEL 


Postgraduate education should be a lifetime pursuit 
of physicians; none can practice competently without 
keeping abreast of medical progress. Formal courses 
offered by medical schools, hospitals and medical asso- 
ciations, scientific meetings and conferences, hospital 
staff meetings, medical journals and books, consulta- 
tions with colleagues, and information supplied by 
pharmaceutical houses are some of the means by 
which physicians keep up-to-date. 

In 1960, the 266 postgraduate courses offered in 
California had 31,276 enrollments. Taught by almost 
3,000 faculty or speakers, those attending spent a total 
of 575,000 hours in such courses.(11) While many 
physicians avail themselves of postgraduate educational 
opportunities, those who do not should be encouraged 
to do so. 
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Chapter 9 
REHABILITATION 


The Problem 


Rehabilitation has not yet captured the public imag- 
ination to the same extent as “miracle drugs,” yet it 
holds the same miraculous potential for restoring the 
seemingly hopelessly ill or disabled to self-sufficiency 
and even fruitful endeavor. 

Thousands of incapacitated men and women in State 
mental hospitals, county hospitals, chronic disease hos- 
pitals and nursing homes are reduced simply to wait- 
ing for death, at enormous public expense, largely 
because rehabilitation services are inadequate in num- 
ber and scope. The physical conditions of contracture 


The Committee recommends that: 


]. State subvention be offered to county and city 
agencies for rehabilitation services to the 
needy disabled and aged. 


2. The principles of rehabilitation be included in 
the educational programs of the health pro- 
fessions by professional schools, professional 
societies, hospitals, nursing home associations, 
health departments and voluntary organiza- 
tions. 


3. Training centers for rehabilitation specialists 
be expanded and recruitment intensified, and 
that State and junior colleges, in cooperation 
with appropriate rehabilitation services, de- 
velop new training programs for physical and 
occupational therapists. 


4, The State Department of Public Health, in al- 
locating Federal and State matching funds, 
approve only grants for construction of inte- 
grated facilities. 

























and atrophy, and the psychic conditions of depression — 
and passivity seen in so many institutional patients — 
are not always due to the natural process of the pa- 
tient’s disease, but rather to the immobilization of body — 
and spirit which results from insufficient and often — 
misguided treatment. 4 


a 

Urgently needed are more restorative services di- | 
rected toward aiding each disabled person to achieve — 
that meaningful measure of independence of which he — 
may be capable. 4 


5. Hospital rehabilitation facilities, staffed by 
teams of specialists, be operated as separate 
units in hospitals, and that charges for re- 4 
habilitation treatment be limited to the actual 
costs of only those particular services. aa 


6. The State establish a program, similar to Crip- 
pled Children Services, for evaluation and re- 
habilitation of severely disabled adults, the 
State to finance the costs of diagnosis and — q 
those treatment costs which are over and — 
above the individual patient's ability to pay. — 


7. Agencies which license institutions for the q 
aged promote rehabilitation in these institu- ' 
tions and provide training for their staffs, and | 
that State funds should be available for this — 
purpose. a 


8. Public assistance applicants and recipients be 
screened for disability and rehabilitation ini- 
tiated when indicated, and that welfare agen- 











incentives to encourage nursing 


home operators to provide rehabilitation. 


a7 ‘State employ the qualified disabled and 
_ promote their employment in industry by un- 
-derwriting insurance for subsequent injuries 





ti, 
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programs in rehabilitation. The Council should 
include the State Directors of Education, Em- 
ployment, Mental Hygiene, Public Health, and 
Social Welfare, or their representatives, and 
be assisted by a permanent staff of specialists 
in medical, social, psychological and voca- 
tional aspects of rehabilitation, housed in the 
State Department of Public Health. 
Workmen’s Compensation Laws be amended 
to cover rehabilitation costs, and that cash 
awards for permanent disability not be ad- 
versely affected by a patient's acceptance of 
restorative services. 
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WHO ARE THE DISABLED? 

The disabled, inside and outside institutions, are 
those who suffer from arthritis, congenital defects, 
mental illness, injuries from accidents or strokes, heart 
disease, neuromuscular diseases (e.g., poliomyelitis, 
multiple sclerosis) or other such incapacitating condi- 
tions. 

In 1958, approximately 375,000 Californians outside 
of institutions suffered disabilities which cut them off 
from normal activity.(1) Over 100,000 are in long- 
term facilities with an estimated 60,000 age 65 or over 
(about five percent of the aged).(2, 3) 


WHAT IS REHABILITATION? 


Rehabilitation attempts to overcome the social iso- 
lation of incapacitated people, reduce their psycho- 
logical dependency and retrain them physically for 
employment or self-care. And today it is considered 
as important a health service as prevention, diagnosis 
and treatment. 

The successfully rehabilitated is the person who has 
achieved his own best potential, in terms of health, 
productivity and self-support, and his treatment must 
be total if it is to be most effective. 

In the interests of its broad goals, rehabilitation em- 
braces the know-how and training of physicians, 


nurses, dentists, social workers, psychologists, coun- 
selors, and a variety of therapists, and implements nu- 
merous social measures. Successful amputation of a 
leg, for example, does not end with the healing of the 
stump. The amputee needs an artificial limb, training 
in its use, social services designed to reassure him about 
his family’s welfare, vocational counseling and _ re- 
education if his former work called for a two-legged 
man, and psychotherapeutic help in accepting himself 
as a disabled person. 


Medical treatment for the acute phases of illness is 
distinct from rehabilitation, but informed people in 
both fields know they are not mutually exclusive. 
Immediate attention to simple restorative techniques 
such as positioning, splinting and turning of stroke 
patients can prevent bedsores, contractures of joints, 
muscle atrophy, incontinence and osteoporosis—con- 
ditions often more disabling than the initial disease. 


WHAT REHABILITATION CAN DO 


During 1956-1957, of the 53 patients who completed 
rehabilitation training at the San Mateo County Crys- 
tal Springs Rehabilitation Center, 41 were able to 
return to their homes at a savings to the county of 
$67,790 a year. Twelve of them were able to take full- 
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time jobs, at a savings to the county of $33,072 a 
year. (4) 


At the Rancho Los Amigos Hospital in Los Angeles 
County, between November 1955 and November 1957, 
intensive rehabilitation with a sample of 85 chronically 
ill patients reduced the post-acute care period from 
three and a half years to six and a half months, at a 
savings to the county of about $7,640 for each pa- 
tient. (5) 

A rehabilitation project at Napa State Hospital, 
geared to intensive treatment and rehabilitation of 
selected older patients, has shown that many elderly 
people are in State mental hospitals because commu- 
nity medical care and restorative services are inade- 
quate. (6) 

The management of hemiplegia (paralysis of one 
side of the body) was the most frequent disabling con- 
dition found among patients in California nursing 
homes in a 1954 study.(7) Yet one study showed that, 
with treatment, 84.5 percent of patients with hemi- 
plegia were able to walk again, or could walk with 
the aid of appliances, and 88.1 percent regained partial 
or complete ability to care for themselves.(8) 


Although the work of the county hospitals clearly 
demonstrates the usefulness of their rehabilitation serv- 
ices for elderly and severely handicapped patients, 
only an estimated 10 percent of 9,000 long-term beds 
now can be allocated to rehabilitation.(9) Thus, many 
nonpsychotic senile patients who could be helped in 
more appropriate community facilities vegetate in 
State mental institutions. 


The Committee recommends that State subven- 
tion be offered to county and city agencies for re- 
habilitation services to the needy disabled and 


aged. 


EDUCATION OF THE HEALTH PROFESSIONS 


The principles of rehabilitation are not sufficiently 
emphasized in the education of doctors, nurses and 
other health personnel. Consequently, they are un- 
aware of the many simple rehabilitation techniques 
that can be performed by the doctor in his office, the 
visiting nurse, the social worker and other members 
of the health professions. Health workers should be 
trained to recognize when specialized skills are needed 
and to refer patients for appropriate care. 


In California, practicing professional nurses have 
benefited greatly from a series of training workshops 
at the Fairmont Hospital Rehabilitation Unit (Ala- 
meda County), financed by the State Department of 
Public Health. Sporadic efforts, which reach only a 
few, have also been made by other county hospitals 
to train physicians, nurses, therapists and hospital ad- 
ministrators in rehabilitation principles. 


The Committee recommends that the principles 
of rehabilitation be included in the educational 
programs of the health professions by professional 
schools, professional societies, hospitals, nursing 
home associations, health departments and volun- 
tary organizations. 


SHORTAGE OF REHABILITATION PERSONNEL 


The expansion of rehabilitation services in Cali- 
fornia has been delayed by severe shortages of rehabili- 
tation personnel, Although many are recruited from 
outside the State, a large number of budgeted positions 
remain unfilled. The Office of Vocational Rehabilita- 
tion supports a small number of rehabilitation trainee- 
ships in counseling, medicine, occupational therapy, 
social work, speech pathology, audiology and _pros- 
thetics, but many more young people must be re- 
cruited for this work. Junior colleges, which could 
train physical and occupational therapy assistants, 
presently train none. 


The Committee recommends that training cen- 
ters for rehabilitation specialists be expanded and 
recruitment intensified, and that State and junior 
colleges in cooperation with appropriate rehabili- 
tation services, develop new training programs for 
physical and occupational therapists. 


FACILITIES AND SERVICES 


Rehabilitation centers, which are relatively new 
health facilities, concentrate in one area the specialized 
skills, services and equipment related to treatment of 
the disabled. These centers attempt to create a warm 
atmosphere rather than the impersonally efficient at- 
mosphere such as often prevails in hospitals. The 
patient’s sense of self and dignity is held important and 
his preferences in such matters as clothing, activities 
and friendships are taken into account. Ideally, the 
centers should be affiliated with a community general 
hospital for easy access to special medical services such 
as diagnostic X-rays, laboratory tests or surgery which 
rehabilitation patients sometimes need. 

Rehabilitation should not be done piecemeal or by 
category, but by coordinated effort and integrated 
programs for all the disabled. Often specialized facil- 
ities in California—such as those for the blind, cerebral 
palsied, and postpolio victims—are separate from other 
sources of medical care. Scattered community re- 
sources foster duplication of services, and can result in 
failure to provide a sufficiently broad range of care. 
For example, although the services of a speech thera- 
pist are often necessary in the rehabilitation of hemi- 
plegics, aphasic children, the deaf, cerebral palsied and 
other disabled persons, a speech therapist might be 
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available only to the deaf, at their separate facility, and 
not to the disabled in other centers. 


The Committee recommends that the State De- 
partment of Public Health in allocating federal and 
State matching funds, approve only grants for con- 
struction of integrated facilities. 


REHABILITATION UNITS—CONTINUITY OF CARE 


Because many disciplines are involved in rehabilita- 
tion, the “team” approach has facilitated communica- 
tion and cooperation among rehabilitation workers, 
whether in special centers, hospitals, outpatient depart- 
ments or patients’ homes. Without close cooperation, 
the members of the “team” often find themselves 
working at cross purposes and without a common 
understanding of specific goals. 

The services of physicians, visiting nurses, social 
workers, vocational counselors and mobile rehabilita- 
tion teams, are an important aspect of community re- 
habilitation services, and constitute the continuity of 
care so vital to the rehabilitation patient after his dis- 
charge from the hospital. 

Independent multiple disability centers and rehabili- 
tation units within hospitals both have their place. 
Because construction and operation of rehabilitation 
facilities are so costly and shortages of personnel so 
critical, improved organization of existing rehabilita- 
tion facilities is imperative. 

Many disabled persons now in rehabilitation centers 
for single diseases could be cared for in general hos- 
pital rehabilitation units. Such units in general hospitals 
should be independent services, with separate person- 
nel. Charges for these expensive services should be 
based on rehabilitation costs only and accounted for 
separately from other hospital service costs. 


The Committee recommends that hospital reha- 
bilitation facilities, staffed by teams of specialists, 
be operated as separate units in hospitals, and that 
charges for rehabilitation treatment be limited to 
the actual costs of only those particular services. 


FINANCING REHABILITATION SERVICES 


Crippled children and disabled persons with voca- 
tional potential may be assisted by State agencies. The 
indigent and medically indigent are eligible for care in 
county hospitals, but only a few counties have ade- 
quate programs. Public facilities are therefore over- 
crowded with physically and mentally disabled pa- 
tients, many of whom receive only custodial care 
because funds and personnel for active rehabilitation 
programs are lacking. There are, however, private re- 
habilitation facilities in California which are not being 
fully used because too few people can afford costly 
rehabilitation treatment. Means for making full use of 
these facilities should be explored. 


At present, many people are ineligible for rehabilita- 
tion services until their resources are exhausted, at 
which point they become dependent on public assist- 
ance. Often, the need for lengthy public assistance 
would have been unnecessary had restorative services 
been available. 


The Committee recommends that the State estab- 
lish a program similar to Crippled Children Serv- 
ices for evaluation and rehabilitation of severely 
disabled adults, the State to finance the costs of 
diagnosis and those treatment costs which are over 
and above the individual patient's ability to pay. 


NEEDS OF NURSING HOMES AND RELATED 
LONG-TERM CARE FACILITIES 


As of March 1960, 667 nursing homes with a total 
of more than 16,000 beds were licensed by the State 
Department of Public Health.(10) More than one- 
third of these have fewer than 10 beds. The 1954 sur- 
vey showed that 90 percent of their patients are over 
65 years of age, and the majority severely disabled. (7) 
Since 1947, the number of nursing home beds in the 
State has doubled. Although great improvements have 
been made in their physical plant and administrative 
standards, nursing homes, along with boarding homes 
and institutions for the aged, provide almost no restor- 
ative services. 


The Committee recommends that agencies which 
license institutions for the aged promote rehabili- 
tation in these institutions and provide training for 
their staffs, and that State funds should be avail- 
able for this purpose. 


PUBLIC ASSISTANCE AND REHABILITATION 


Much legislation has been passed to aid the disabled, 
usually by providing cash benefits for loss of income 
resulting from disability. Important. programs include 
Workmen’s Compensation, disability benefits under old 
age, survivors and disability insurance, payments: to 
war veterans with service-connected disabilities, public 
assistance programs (aid to the needy disabled, aid to 
needy children of incapacitated fathers, aid to the 
needy blind), and California’s unemployment compen- 
sation disability plan. 


All of these public programs should encourage reha- 
bilitation and make it widely available. Unfortunately, 
health appraisal is not included in most public assist- 
ance programs, although several studies have shown 
that the disabled welfare recipients profit from restora- 
tive services. 


A problem frequently arises when a rehabilitated 
worker, who has returned to work, earns too little to 
maintain himself and his family, and yet is ineligible 
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for public assistance because he is employed. Measures 
should be taken to tide such newly rehabilitated per- 
sons over until their earning capacity is adequate. 
About a third of the patients in nursing homes in 
California depend on public assistance payments to 
meet a part or the total cost of their care.(7) These pay- 
“ments, in most counties, are far below what is neces- 
sary to provide skilled nursing and ancillary services 
for aged, severely disabled patients. Adequate rehabili- 
tation and activity programs in nursing homes have not 
been developed. Welfare payments for nursing home 
patients should be sufficient to provide services which 
encourage ambulation, activity and self-care. 


The Committee recommends that public assist- 
ance applicants and recipients be screened for dis- 
ability and rehabilitation initiated when indicated, 
and that welfare agencies which pay for nursing 
home care offer financial incentives to encourage 
nursing home operators to provide rehabilitation. 


EMPLOYING THE DISABLED 


A problem for the rehabilitated person is limited 
employment opportunity. Many employers demand 
qualifications which bear little relation to the demands 
of the job, some fear increased insurance premiums, 
and others lengthy periods of absenteeism. 

The Vocational Rehabilitation Service and the State 
Department of Employment have shown that rehabili- 
tated persons do perform reliably in a wide range of 
employment situations. The California State Personnel 
Board currently analyzes jobs in State government 
with regard to their suitability for various kinds of 
handicapped employees. 


The Committee recommends that the State em- 
ploy the qualified disabled, and promote their em- 
ployment in industry by underwriting insurance for 
subsequent injuries attributable to or aggravated 


by the disability. 


THE STATE’S PROGRAMS 


The State Departments of Employment, Social Wel- 
fare, Public Health, Mental Hygiene and Education 
are each responsible for some aspect of rehabilitation 
services, but their programs are separately adminis- 
tered and organized, with the result that there is lack 
of coordination and overlapping of services. For ex- 
ample, the Departments of Education, Public Health, 
and Social Welfare all currently provide services for 
different categories of blind patients. 

For the past 10 years, directors of departments con- 
cerned with programs for the blind have been ex- 


changing information and initiating studies directed 
toward greater coordination. Other rehabilitation 
programs might effectively pattern themselves on this 
plan. 


The Committee recommends that an Interdepart- 
mental Coordinating Council for State Programs in 
Rehabilitation be established to sponsor research, 
demonstration projects, evaluation studies and ed- 
ucational programs in rehabilitation. The Council 
should include the State Directors of Education, 
Employment, Mental Hygiene, Public Health, and 
Social Welfare, or their representatives, and be as- 
sisted by a permanent staff of specialists in medi- 
cal, social, psychological and vocational aspects of 
rehabilitation, housed in the State Department of 
Public Health. 


REHABILITATION AND WORKMEN’S 
COMPENSATION 


While some insurance companies have been slow to 
adopt the philosophy of rehabilitation in their dealings 
with disabled workers, others have done pioneering 
work in this field. 


In California, Workmen’s Compensation Insurance 
provides the disabled worker with complete medical 
benefits for injury or illness arising from or incurred 
during the course of employment. The State Compen- 
sation Insurance Fund has set up a Department of 


- Rehabilitation. Within two weeks of diagnosis, all 


cases of paraplegia, quadraplegia, hemiplegia, amputa- 
tions and industrial blindness are referred to this de- 
partment, whose advisers then work with the injured 
claimant insured by the State funds, his family, and his 
employer, to develop a suitable rehabilitation program 
with provision for gainful employment. Every attempt 
is made to keep claims adjustment functions separate 
from the rehabilitation program. 


The Liberty Mutual Insurance Company, a private 
carrier of Workmen’s Compensation Insurance, has 
also done an outstanding job in rehabilitation. Profes- 
sional nurses are employed by this company to co- 
ordinate the medical services to injured workers and 
to offer counseling. 


The Committee recommends that Workmen’s 
Compensation Laws be amended to cover rehabili- 
tation costs, and that cash awards for permanent 
disability not be adversely affected by a patient's 
acceptance of restorative services. 
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The Problem 

_ To assure appropriate health care for the entire 
4 population, it is necessary to examine the adequacy of 
a services for groups with special needs. Organizing Cali- 
__ fornia’s health programs involve making special ad- 
_ justments wherever the problems are urgent. 


a health problems that should be studied. The Com- 
mittee, because of its limited time for such study, 


1. Action be taken to remedy existing gaps in 
public medical care, and to establish more 
uniform financial and residence eligibility re- 
quirements throughout the State. 


2. Appropriate agencies of State and local gov- 
ernments actively encourage the maximum 
use of available health services. 


_ 3. Appropriate agencies of the State and local 
governments, voluntary agencies and profes- 
sional associations concerned with health, 
plan and conduct a coordinated health edu- 
cation program directed toward population 
groups with special health needs. 


4, A portion of federal-state matching funds 
under HR 12580 be used to expand screening 
and health evaluation programs. 


_ For Children 


5. The State provide funds to designated com- 
munity general hospitals to support units for 
the care of premature infants. 


wh 


_ There are many population groups with special , 


Chapter 10 
POPULATION GROUPS WITH SPECIAL HEALTH PROBLEMS 


makes explicit recommendations for only six such 


group 


a. 
b. 


PhO: Oh. 


6. 


S: 
The aged population, 65 years and older; 
Prematurely born infants, and children with 
seriously handicapping conditions; 


>. Public assistance recipients; 


. Ethnic minorities; 


. Seasonal agricultural workers; 
. Delinquents and criminals. 


4 The Committee recommends for all these groups that: 


The State broaden the Crippled Children 
Services to permit inclusion of all seriously 
handicapping conditions of children, at the 
discretion of the State Department of Public 
Health. 


For Public Assistance Recipients 


* 


For Et 
8. 


The State amend the public assistance pro- 
grams fo include. financial assistance and 
medical treatment for nonhospitalized men- 
tally ill patients on the same basis as other 
needy persons receiving medical care in the 
local community. 


hnic Minorities 


School authorities and counselors, at all 
levels of education, seek out and encourage 
students of minority groups to pursue health 
careers and induce them to apply for avail- 


able scholarships. 


. Private foundations award more scholarships 


for training in the health professions for 
which qualified minority youths would be eli- 
gible. 
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10. Local public health agencies recognize that 
health services are more effective in meeting 
total community needs when administrative 
as well as program staffs include competent 
members of the major ethnic minority groups 
in the population. 


For Seasonal Agricultural Workers 


11. The State provide financial support for lo- 
cally-administered health services for resident 
and migrant seasonal agricultural workers. 


12. The State and other appropriate groups 
study the feasibility of prepayment health 
plans and inclusion of seasonal agricultural 
workers in the Unemployment Compensation 
Disability Program. 


For the Delinquent and Criminal 


13. The State provide more funds to appropriate 
State departments for adequate psychiatric 
treatment of adult and juvenile delinquents. 


Even a cursory examination of these population 
groups with special health needs reveals that meeting 
these needs is beyond the scope of health agencies and 
disciplines as they are now organized. Society has 
failed to inform, engage and serve these groups. 


When we shelve older people, their health problems 
become more acute. When we isolate certain categories 
of seriously handicapped children, we fail to provide 
them with equal opportunities for health service. When 
we segregate certain ethnic minorities—Californians of 
Mexican, Negro, Oriental or American Indian heritage— 
their health problems are complicated through neglect. 
When we consider seasonal agricultural workers in- 
eligible for health services, we not only compound 
their health problems, but also endanger the health of 
others. When we think that persons who receive public 
assistance want only to be dependent, we tend to fail 
to provide them with the rehabilitation that could re- 
duce their dependency. When we shun delinquents and 
criminals—usually forgetting that most of them return 
to society after being institutionalized—we fail to pro- 
vide the kind of rehabilitation that helps them to func- 
tion as healthy and responsible citizens. Thus, because 
we neglect the health needs of certain population 
groups, they become community health problems. 

There are, of course, other factors that should be 
considered in a study of conditions associated with 
certain population groups having special health needs. 


1. Some of these population groups (the aged, 
ethnic minorities, seasonal agricultural workers, 


public assistance recipients) have a lower aver- 
age educational level than the State’s population 
in general. Therefore, they have less knowledge 
of current health information, less knowledge 
of how to improve health practices, and less 
ability to contact existing health resources. In 
some groups, inability to read and understand 
English is an additional barrier to health educa- 

tion and use of services. . 


2. Some of these population groups (ethnic mi- 
norities, the aged) have substantial numbers of 
persons whose own cultural preferences have a 
greater influence upon their health behavior 
than any preference of the prevailing majority 
culture. They resist the techniques that modern 
health agencies consider essential for prevent- 
ing and treating disease and promoting health. 


3. Most of these groups have substantially lower 
average incomes than California families gen- — 
erally. With less income, they have less oppor- _— 
tunity to purchase health counsel and treatment. — 
They frequently feel that health resources (like 
other resources) are not accessible to them. 


4. For some of the people in some of these popu- 
lation groups, residence is a handicap. Some 
persons live in counties with serious deficiencies 
of private and public health resources. Some ~ 
persons (especially the aged and American ~ 
Indians) live too far away from resources, or — 
lack transportation, so that certain resources are 
not effectively used. q 


5. Eligibility requirements create many barriers 
to effective health care. The differences in the 
standards of eligibility in the public agencies of — 
different counties are confusing as well as for- 
bidding. 


Fresno County has provided an instructive demon- — 


~ stration of how special health needs can be recognized — 


and met. In 1949, a number of deaths in the families of 
seasonal workers in Fresno County focused attention 
on their health problems.(1) An intensive study at 
that time recommended: (2) 


1. Decentralization of medical facilities, 


2. Health services for itinerant agricultural work- | 
ers to be provided on the same basis as quali- 
fied permanent county residents, ae 


3. One nutritionist on the staff of each county 
health department; 


4. Development of a program for making medical — 
care available to agricultural workers on a © 
statewide basis. q 


Early in 1951, the “West Side Clinics” were estab- ~ 
lished in a chain through the isolated area thirty miles — 
west of Fresno. Speaking some years after the develop- 
ment of the West Side Clinics, the Fresno County | 
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Public Health Officer cited a drop in the infant death 
rate of nearly 50 percent in the years 1953 to 1955 in 
the area covered by the West Side Clinics, to whose 
services he gave much of the credit for this.(3) They 
assisted particularly in overcoming the great barrier 
of distance to established health facilities. They were 
geared to the cultural and educational level of the 
people served. Their preventive and early diagnostic 
work is said to have prevented many instances of ex- 
pensive hospitalization. Lack of funds has been a major 
obstacle to further development of field outpatient 
clinics in Fresno County, as well as in other areas of 
the State. 

Furnishing adequate medical care (preventive, diag- 
nostic, curative and restorative) to the population 


Gi Gun 






groups with special medical problems is as much a 
local responsibility as it is a State responsibility. In 
some fields, the State is leading the way by evaluation 
of unmet needs, such as the recent study of seasonal 
agricultural workers carried out by Bruce Jessup, M.D. 
of the State Department of Public Health.(4) In some 
instances, the counties provide for care in the county 
hospitals, but the eligibility rules often keep out those 
who need care. Education is the important key—educa- 
tion of the groups in order that they may know what 
is already available and how to avail themselves of such 
services—and education of the population as a whole 
that they may be aware of the problems that exist 
around them. 
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Chapter 11 
SUMMARY OF CONCLUSIONS AND RECOMMENDATIONS 


Californians can take pride in the extent and quality of their health serv- 
ices. However, action must be taken now to maintain present levels of 
service in the face of increasing pressures on existing health resources. 


The recommendations for immediate and long-range action presented in 
the Committee’s report to the Governor were developed to secure the neces- 
sary services in the years ahead. Several important trends must be recog- 
nized: 

1. The tremendous rate of population growth 
The rising demand for more comprehensive health services 
The declining per-capita supply of medical and allied personnel 
The rise in unit costs of health services 
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The increasing difficulty of making complex and expensive new treat- 
ments available to all. 


The Committee believes, in the best tradition of the health professions, 
that services must be available to all who need them. This goal can be 
achieved only if health services and their financing are organized with full 
consideration of these trends. 

The Committee urges that councils be set up in various regions of the 
State (representing health professions, health facilities, and the public) for 
the purpose of planning and coordinating the health services of their own 
communities. A primary responsibility of these councils would be to develop 
plans for better location of new hospitals and related facilities. 

Measures for the efficient use of all health resources, with special attention 
to good quality and reasonable costs, must be developed on a continuing 
basis at both State and local levels. Techniques must be developed for esti- 
mating and meeting future needs for health manpower, services, and facili- 
ties. The burden of filling the growing demand for health services will fall 
most heavily on private physicians and on private and voluntary hospitals. 
During the next fifteen years, the average patient load for California physi- 
cians will increase greatly. Immediate action is necessary to increase the fu- 
ture supply of health personnel, particularly physicians. Prompt expansion 
of existing medical, dental, and nursing schools is imperative, along with a 
program for establishing new schools. 

The Committee recommends broadening the powers of the Boards of 
Medical and Osteopathic Examiners to permit disciplining of those guilty of 
incompetent or unethical practice and to establish higher standards of prac- 
tice. A licensing and certification council would be established to coordinate 
the work of the various examining boards with one another and with the li- 
censing of health facilities, and to bring the public interest to bear on these 
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SUMMARY OF CONCLUSIONS AND RECOMMENDATIONS 


activities. The membership of the council would include representatives of 
the health professions and the public. 

The most practical way for the majority of Californians to provide for 
their own health services is by means of prepaid health plans. Additional 
sources of funds must be found to extend prepayment so that most of Calli- 
fornia’s population will be protected in this way. The Committee has recom- 
mended several types of legislation designed to promote health insurance 
by extending voluntary prepayment. 

More effective governmental medical programs can be developed if the 
State and local governments take joint responsibility for major State pro- 
grams. Toward this end, the Committee recommends that administration of 
these programs be decentralized to the local communities, with State-wide 
program standards, with financing to be shared by State and local govern- 
ments (except for costs met by federal funds). A single agency, or “one 
door,” for referral to appropriate community services would encourage the 
coordination of local services. The State should also eliminate overlapping 
and duplication of its own programs. 


Demonstration programs often point the way toward better and more 
economical methods of care. Such programs, which foster improved organi- 
zation of health services, should be supported by State funds. 

The people of California now spend more than two billion dollars a year 
for health services. About three-fourths of this total flows through private 
channels, including a substantial proportion through voluntary prepayment 
plans. About one-fourth is spent by governments. In addition, hospital facili- 
ties are purchased at the rate of $100 million per year, and tens of millions 
of dollars are spent annually for the education of physicians, dentists, nurses, 
and other health personnel. 

During the next fifteen years, billions of dollars will be needed to expand 
health facilities and to educate additional personnel. Economical use of 
available funds is imperative. For example, an adequate State-wide plan 
for the location of new hospitals (as opposed to current uncoordinated build- 
ing) could reduce hospital construction costs by as much as $650,000,000 
between now and 1975. Costs could also be held down by reducing need 
for hospitalization through the full development of rehabilitation, organized 
home care, and hospital outpatient services. 

Health services must keep pace with California’s growing population. 
Health services must also meet new needs and overcome new problems. The 
next fifteen years can bring to the people of the State either superior medi- 
cal care and improved health—or a crisis of unmet needs, lowered quality 
of care, and inflated costs. The Committee believes that the issue will be 
decided by the ability of associations and agencies responsible for health 
care to pool their knowledge and to cooperate in intelligent planning. 
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PROPOSAL FOR REGIONAL HOSPITAL AND HEALTH PLANNING 


An Act to amend Sections 431 and 1402 of the Health and Safety Code, relating 
to hospitals. 


The people of the State of California do enact as follows: 


Section 431.2 of the Health and Safety Code is amended to read: 

431.2. The Governor shall appoint a State Advisory Hospital and Health 
Council to advise and consult with the department in carrying out the admin- 
istration of this chapter. The council shall consist of the director, who shall 
serve as chairman ex officio , the Director, State Department of Mental Hygiene 
and eight (8) members, and shalt metude site 


shall be designated by the Governor to held office until October 1 1948; and — 
fone shal be desienated be the Governor te held effes nett Geteboar do 44h. 
two of whom shall be licensed. physicians in active practice, two of whom shall 
be hospital administrators, and four of whom shall represent industry, prepay- 
ment plans, labor, local government and other consumers of hospital services . 
Members ether than the members first appointed shall hold office for terms of 
two (2) years, except that any member appointed to fill a vacancy occurring 
prior to the expiration of the term for which his predecessor was appointed, 
shall be appointed for the remainder of such term. Council members, while sery- 
ing on business of the council, shall receive no compensation, but shall be 
entitled to receive actual and necessary travel and subsistence expenses while 
so serving away from their places of residence. The council shall meet as fre- 
quently as the director deems necessary, but not less than once each year. Upon 
react by four (4) or more members, the director shall call a meeting of the 
council. 

Sections 431.5, 431.6, 431.7, 431.8, and 431.9 are added, as follows: 

431.5. The Department, after consulting with and obtaining the advice of 
the State Advisory Hospital Council may establish hospital planning regions 
within the State. 

431.6. Where hospital planning regions have been established, the Depart- 
ment shall appoint regional advisory hospital and health councils. Each regional 
council shall consist of the director or his designated representative who shall 
serve as chairman ex officio and twelve (12) members, three of whom shall be 
licensed physicians in active practice, three of whom shall be hospital admin- 
istrators, and six of whom shall represent industry, prepayment plans, labor, 
local government, local health councils where they exist, and other consumers 
of hospital services. Members of regional councils shall be appointed for terms 
of four (4) years. Of the members first appointed, six (6) shall be designated 
to hold terms for two (2) years. Regional council members shall contunue to 
serve until their successors are appointed. Any member appointed to fill a vacancy 
occurring prior to the expiration of a term to which his predecessor was ap- 
pointed shall be appointed for the remainder of such term. Regional council 
members, while serving on business of the council, shall receive no compensa- 
tion, but shall be entitled to recewe actual and necessary travel and subsistence 
expenses while so serving away from their places of residence. The regional 
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council shall meet as frequently as the director deems necessary, but not less 
than once each year. Upon request by six (6) or more members, the director 
shall call a meeting of the regional council. 

431.7. Each regional hospital and health council shall advise and consult 
with the department in developing a regional plan for the orderly expansion of 
hospital and related community health facilities and health services to meet 
the long-range planning objectives of the region. In carrying out this function, 
the regional council shall: 

(a) Review information on utilization of hospitals, related community health 

facilities and health services. 

(b) Develop principles and standards of community need to guide hospitals, 
related community health facilities and health services in meeting needs 
of the public. 

(c) Conduct public meetings in which professional groups and consumer 
groups will be encouraged to participate. 

431.8. The Department, after consulting with and obtaining the advice of 
regional advisory hospital and health councils, the State -Department of Mental 
Hygiene and other appropriate agencies, shall develop regional plans which will 
provide long-range programs to guide hospitals and related health facilities in 
meeting the needs of the regions effectively and without unnecessary duplication 
of facilities or services. Regional plans shall be revised and brought up to date 
annually. 

431.9. When advised by the department that a proposed new hospital or 
proposed addition to an existing hospital 1s in conflict with the regional plan, 
the regional hospital and health council shall conduct a public meeting on the 
proposal in compliance with Section 1402 of this Code. 


(Related to State Department of Public Health) 


Section 1402.1, Health and Safety Code is added, to read: 

1402.1. In hospital regions which have been established in compliance with 
Section 431.5 of this Code, the department shall determine to its satisfaction 
that each proposal for a new hospital or for the expansion of an existing hos- 
pital 1s in compliance with the regional plan. In reaching a determination on 
compliance with the regional plan, the department shall require the submission 
of verified information on the need, feastbility and character of the project 
and its relationship with the regional master plan. The department shall not 
approve a proposal for a new hospital or an addition to an existing hospital 
which is in conflict with a regional plan until the proposal has been considered 
by the regional council in a public meeting. When the regional council finds 
in a public meeting that a proposed hospital conflicts substantially with the 
regional plan, the council shall, within 60 days, conduct a formal public hearing 
on the proposal. The Department shall provide public notice of all regional 
council meetings and hearings. In public hearings, the regional council shall 
have the right to examine witnesses, including proponents of proposed projects 
under oath and to utilize the power to subpoena. In reaching its conclusions 
in public meetings and public hearings, the regional council will take into con- 
sideration all information submutted to the department relating to the proposal. 
At the conclusion of the public meetings and public hearings, the regional coun- 
cil shall make findings in relation to the need, feasibility and character of the 
project and its relationship with the regional master plan and suggestions for 
changes in the project to bring tt into compliance with the master plan. Find- 
ings and suggestions of the regional councils shall be made public and shall be 
submitted to the proponent of the proposed project and to the department for 
its consideration. 


(Relates to State Department of Mental Hygiene) 
Section 5701.1, Welfare and Institutions Code, is added, to read: 
5701.1. In hospital regions which have been established in compliance with 
Section 431.5 of the Health and Safety Code, the department shall determine 
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to its satisfaction that each proposal for a new hospital or for the expansion 
of an existing hospital is in compliance with the regional plan. In reaching a 
determination on compliance with the regional plan, the department shall re- 
quire the submission of verified information on the need, feasibility and char- 
acter of the project and its relationship with the regional master plan. The 
department shall not approve a proposal for a new hospital or an addition to 
an existing hosmtal which is in conflict with a regional plan until the proposal 
has been considered by the regional council in a public meeting. When the 
regional council finds in a public meeting that a proposed hospital conflicts sub- 
stantially with the regional plan, the council shall within sixty (60) days, con- 
duct a formal public hearing on the proposal. The Department shall provide 
public notice of all regional council meetings and hearings. In public hearings, 
the regional council shall have the right to examine witnesses, including pro- 
ponents of proposed projects under oath and to utilize the power to subpoena. 
In reaching its conclusions in public meetings and public hearings, the regional 
council will take into consideration all information submitted to the department 
relating to the proposal. At the conclusion of the public meetings and public 
hearings, the regional council shall make findings in relation to the need, feast- 
bility and character of the project and its relationship with the regional master 
plan and suggestions for changes in the project to bring tt into compliance 
with the master plan. Findings and suggestions of the regional councils shall 
be made public and shall be submitted to the proponent of the proposed project 
and to the department for its consideration. 
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STATE GUARANTEE OF LOANS FOR 
HOSPITAL CONSTRUCTION 


LEGISLATIVE COUNSEL’S DIGEST 


Amends Sec. 22, Art. IV, Const. 

Authorizes Legislature to lend credit of the State to insure or guar- 
antee loans made by private lending institutions to nonprofit corpora- 
tions to enable the latter to construct hospital facilities. 

Assembly Constitutional Amendment No. ___. 

A resolution to propose to the people of the State of California an 
amendment to the Constitution of the State, by amending Section 22 of 
Article IV (as amended November 4, 1952) thereof, relating to the 
guarantee by the State of loans for hospital construction. 


Resolved by the Assembly, the Senate concurring, That the Legislature of the 
State of California at its 1961 Regular Session commencing on the 2nd day of 
January, 1961, two-thirds of the members elected to each of the two houses of 
the Legislature voting therefor, hereby proposes to the people of the State of 
California that the Constitution of the State be amended by amending Section 
22 of Article IV (as amended November 4, 1952), to read: 

Sec. 22. No money shall be drawn from the Treasury but in consequence 
of appropriation made by law, and upon warrants duly drawn thereon by the 
Controller; and no money shall ever be appropriated or drawn from the State 
Treasury for the purpose or benefit of any corporation, association, asylum, 
hospital, or any other institution not under the exclusive management and con- 
trol of the State as a state institution, nor shall any grant or donation of prop- 
erty ever be made thereto by the State; provided, that whenever federal funds 
are made available for the construction of hospital facilities by public agencies 
and nonprofit corporations organized to construct and maintain such facilities, 
nothing in this Constitution shall prevent the Legislature from making state 
money available for that purpose, or from authorizing the use of such money 
for the construction of hospital facilities by nonprofit corporations organized to 
construct and maintain such facilities; provided, further, that nothing in this 
Constitution shall prevent the Legislature from lending the credit of this State 
to insure or guarantee loans made by private lending institutions to ‘nonprofit 
corporations to enable those corporations to construct hospital facilities; pro- 
vided, further, that notwithstanding anything contained in this or any other 
section of the Constitution, the Legislature shall have the power to grant aid to 
the institution conducted for the support and maintenance of minor orphans, or 
half-orphans, or abandoned children, or children of a father who is incapaci- 
tated for gainful work by permanent physical disability or is suffering from 
tuberculosis in such a stage that he cannot pursue a gainful occupation, or aged 
persons in indigent cireumstances—such aid to be granted by a uniform rule, 
and proportioned to the number of inmates of such respective institutions; 
provided, further, that the Legislature shall have the power to grant aid to 
needy blind persons not inmates of any institution supported in whole or in 
part by the State or by any of its political subdivisions; provided, further, that 
the Legislature shall have power to grant aid to needy physically handicapped 
persons not inmates of any institution under the supervision of the Department 
of Mental Hygiene and supported in whole or in part by the State or by any 
institution supported in whole or part by any political subdivision of the State; 
provided further, that the State shall have at any time the right to inquire into 
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the management of such institutions; provided, further, that whenever any 
county, or city and county, or city, or town shall provide for the support of 
minor orphans, or half-orphans, or abandoned children, or children of a father 
who is incapacitated for gainful work by permanent physical disability or is 
suffering from tuberculosis in such a stage that he cannot pursue a gainful 
occupation, or aged persons in indigent circumstances, or needy blind persons not 
inmates of any institution supported in whole or in part by the State or by any 
of its political subdivisions, or needy physically handicapped persons not inmates 
of any institution under the supervision of the Department of Mental Hygiene 
and supported in whole or in part by the State or by any institution supported 
in whole or part by any political subdivision of the State; such county, city 
and county, city, or town shall be entitled to receive the same pro-rata appropria- 
tions as may be granted to such institutions under church, or other control. An 
accurate statement of the receipts and expenditures of public moneys shall be 
attached to and published with the laws at every regular session of the Legisla- 
ture. 
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STATE INSURANCE FOR HOSPITAL 
CONSTRUCTION LOANS 
LEGISLATIVE COUNSEL'S DIGEST 


Adds Ch. 4 (commencing at Section 4403, Pt. 1, Div. 1, H. & S. C.). 


Provides for state insurance of loans to nonprofit corporations for 
hospital construction purposes. 

Limits types of loans eligible for insurance to those having terms of 
25 years or less, bearing interest not in excess of an unspecified amount, 
and falling within a system of priorities established by the Department 
of Public Health for hospital construction. Also limits the amount of 
insurance to 75 percent of the estimated construction cost of the project 
for which the loan is sought, and the aggregate amount of loans which 
may be insured or insured in any one year. 

Provides for administration of the program by the Department of 
Public Health, and authorizes the department to fix the terms, condi- 
tions, and amount of insurance for each loan. 

Provides for payment of premium charge of one-half of 1 percent 
on principal of loans insured and for the deposit of the same in a new 
fund—the Hospital Construction Insurance Fund—to be used for the 
payment of administrative expenses and other charges. 

Establishes the Hospital Loan Fund and continuously appropriates 
the money in that fund to the department to pay amounts owing on 
defaulted loans. 


PRELIMINARY DRAFT 


An act to add Chapter 4 (commencing at Section 440) to Part 1 of Division 1 of 
the Health and Safety Code, relating to insurance by the State of loans for 
hospital construction purposes, and making an appropriation. 


The people of the State of California do enact as follows: 


SEcTION 1. Chapter 4 (commencing at Section 440) is added to Part 1 of 
Division 1 of the Health and Safety Code, to read: 


CHAPTER 4. HospiTaAL CONSTRUCTION INSURANCE 


Article 1. Definitions and General Provisions 


440. This chapter may be cited as the ‘‘Hospital Construction Insurance 
Act’’. 

440.1. Unless the context otherwise requires, the definitions set forth in this 
article shall govern the construction of this chapter. 

440.2. ‘‘Department’’ means the Department of Public Health. 

440.3. ‘‘Corporation’’ means a nonprofit corporation organized to construct 
and maintain hospital facilities. 

440.4. ‘‘Hospital facilities’? includes hospitals for the chronically ill and 
impaired and general, tuberculosis, and other types of hospitals and related 
facilities, such as laboratories, outpatient departments, nurses’ home and training 
facilities, and central service facilities operated in connection with hospitals, 
diagnostic or treatment centers, and rehabilitation facilities. 
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440.5. ‘*Construction’’ includes construction of new buildings, expansion, re- 
. . . * . . . . . . oS F : ? 
modeling, and alteration of existing buildings, and initial equipment of any such 
buildings. 

440.6. ‘‘Lending institution’? means any bank, trust company, Savings and 
loan association, or other person or firm engaged in the business of lending 
money in this State. 

440.7. ‘‘Project’’ means an undertaking by a corporation to engage in the 
construction of hospital facilities. 

440.8. ‘‘Insurance’’ means an undertaking on the part of the State to 
guarantee repayment of a loan made by a lending institution to a corporation to 
enable the latter to engage in the construction of hospital facilities. 


Article 2. Administration 


442. The department shall administer the provisions of this chapter and shall 
adopt such rules and regulations as are consistent with law and reasonably neces- 
sary for the administration of this chapter. 

ite Subject to the conditions set forth in this chapter, the department 
shall: 

(a) Prescribe the terms and conditions of insurance issued under this chapter. 

(b) Determine the amount of insurance to be issued with respect to each 
loan insured under this chapter. 

(¢) Require such reports and make such inspections as it finds necessary in 
connection with insurance issued under this chapter. 

(d) Provide such methods of administration, appoint such personnel, and 
take such other action as may be necessary to comply with the requirements of 
this chapter and the regulations adopted pursuant to this chapter. 

442.2. The department shall make a study of existing hospital facilities, in- 
eluding public, nonprofit, and proprietary hospital facilities, to determine the 
need for construction of hospital facilities, and, on the basis of such study, shall 
establish a schedule of priorities for the construction of hospital facilities for 
which insurance will be issued under this chapter. The department shall en- 
deavor, in fixing this schedule, to develop a program for the construction of such 
hospital facilities as will, in conjunction with existing facilities, afford the 
necessary physical facilities for furnishing adequate hospital, clinic, and similar 
services to all the people of the State. 


Article 3. Application 


444. Any corporation desiring to secure a loan to enable it to engage in the 
construction of hospital facilities may apply to the department for insurance in 
accordance with the provisions of this article. 

444.1. The application shall be submitted to the department through the lend- 
ing institution on a form approved by the department. It shall be accompanied 
by plans and specifications relating to the project, and shall contain: 

(a) Information as to the need for the proposed hospital facilities in the area. 

(b) A statement as to the prospective construction costs of the project and the 
financial feasibility of the project. 

(c) Such other information as the department may require to enable it to 
determine whether or not repayment of the loan should be insured. 

442.2. If regional advisory councils are established, a copy of each applica- 
tion shall be sent to the appropriate council, and no application shall be approved 
by the department unless it is consistent with the master plan for the region 
established by the advisory council having jurisdiction over that region. 


Article 4. Eligible Loans 


446. The aggregate amount of principal obligations of all loans insured under 
this chapter and outstanding at any one time shall not exceed ._____-__, and the 
aggregate amount of principal obligations on all loans insured under this chapter 
in any one year shall not exceed —-------. 
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446.1. The department shall not approve a loan for insurance under this 
chapter unless all of the following conditions exist : 

(a) The project for which the loan is proposed to be made complies with 
state building standards for hospital facilities. 

(b) The loan agreement contains a condition that the corporation comply with 
rules and regulations adopted by the department to insure that the project will 
be onerated in a manner that is financially sound. 

(¢) Construction of the project is consistent with priorities established by the 
department under Section 442.2. { 

(d) The department finds that the revenues from the project will be sufficient 
to allow the corporation to meet its payments on the loan. 

446.2. A loan insured under this chapter shall bear interest at such rate as 
may be agreed upon by the corporation and lending institution, but in no ease 
shall such interest rate exceed ___ percent. 

446.3. A loan insured under this chapter shall have a maturity not to exceed 
25 vears from the beginning of amortization and the loan agreement shall con- 
tain amortization provisions satisfactory to the department. 

446.4. The amount of insurance on any loan insured under this chapter shall 
not exceed 75 percent of the estimated cost of construction of the project for 
which the loan is obtained. 


Article 5. Fees and Charges 


447. There shall be charged on each loan insured under this chapter a pre- 
mium charge of one-half of one percent of the principal obligation of the loan 
outstanding at any time. This premium charge shall be collected by the lending 
institution and remitted to the department, and shall be deposited in the Hospital 
Construction Insurance Fund, which fund is hereby established. The amount in 
the Hospital Construction Insurance Fund, when appropriated, shal] be used to 
pay administrative costs incurred by the department under this chapter, and to 
meet any other obligations which may be incurred by the State in connection 
with the insurance of loans under this chapter. 


Article 6. Commitment and Default 


448. Upon approval of an application for insurance, the department shall 
issue a commitment certificate to the lending institution setting forth the terms 
and conditions under which the loan will be secured. The certificate shall consti- 
tute a binding agreement of insurance on the part of the State on the terms and 
conditions set forth in the certificate. 

448.1. In any case in which a corporation defaults on a loan insured under 
this chapter, the lending institution shall be entitled to receive the benefit of the 
insurance covering that loan. The department shall not, however, authorize pay- 
ment until the lending institution assigns to it all claims that it may have on 
the loan against the corporation and any evidences of indebtedness, including a 
mortgage, which the corporation has executed with respect to the loan. The 
department shall take such action as may be necessary to enforce such claims, 
including sale or foreclosure proceedings. \ny sums recovered under this section 
shall be deposited in the General Fund. 


Article 7. Hospital Loan Fund 


449. There is in the State Treasury the Hospital Loan Fund, all money in 
which is continuously appropriated to the department to enable it to meet obli- 
vations arising as the result of defaults on loans insured under this chapter. 


Table 2 


ESTIMATED BED NEED AND HOSPITAL CONSTRUCTION COSTS BASED ON 
PROJECTION OF EXISTING AND RECOMMENDED PLANNING RATIOS 
CALIFORNIA, 1975 





Table 1 
(Excluding Federal construction) 


ADMISSIONS AND PATIENT DAYS 
CALIFORNIA 1958-1959 

























































































BEDS IN USE 
CATEGORY AND UNDER PLANNING RATIO OF | ESTIMATED | BEDS 10 BE 
PATIENT DAYS CONSTRUCTION | BEDS PER 1,000 BED NEED} BUILT BY hep geontld ta 
PER ANNUAL 3/15/60 POPULATION 19752 1975 costs 
ADMISSION 
Totals 
Total 2,014,00, | 43,499,483 21.6 Existing 142, hhh 9.5 20, 350 97,906 | $1,405,580,000 
Recommended 7.5 189,750 47, 306 755,370,000 
General Hospitals 1,924,763 | 15,145,801 34.82 7.9 Difference 2.0 50,600 50,600 650, 210, 000 
Acute-Short—Term 11,657,927 26.80 6.3 General Hospital 
Tuberculosis 1.18 123.3 Existing 52,775 3.5 88,550 35,775 787,050,000 
Psychiatric 0.56 9.8 Recommended 3.0 75,900 23,125 508,750,000 
Long-Term 2.59 160.7 Difference 0.5 12,650 12,650 278, 300,000 
Federal (Nonmilitary) 1; 603,080 3.69 2.2 
Mental Hospital 
Tuberculosis Hospitals 1, 287,517 2.96 192.0 Existing 58,176 3.9 98,670 40,494 445,434,000 
: Recommended 3.0 755900 17, 72h 19h, 961,000 
, Nonfederal 953,937 2.19 198.0 Difference 0.9 22,770 22,770 250,470,000 
. Federal (Nonmilitary) 333,610 0.77 176.4 
Long-Term 
. Psychiatric Hospitals 20,841,135 47.91 oh. Existing 31,193 2.1 53,130 21,637 173,096,000 
Recommended 1.5 37,950 6,457 51,616,000 
Private 2,404,620 5.63 96.L Difference 0.6 15,180 15,180 121,440,000 
State 16,901, 325 38.85 752.2 eS 
Federal (Nonmilitary) 1,535,190 3.53 372.6 
Long-Term Facilities 6,225, 0008 1.31 200.8 1 Estimated California civilian population 14,960,000, July 1, 1959 by 
State Department of Finance. 
2 Estimated bed need obtained by applying ratios to estimated California 
civilian population of 25,300,000 July 1, 1975. 
& Estimates based on available information. 3 Based on current 1960 estimate of $22,000 per general bed; $11,000 per 
4 psychiatric bed; $8,000 per long-term bed. 
Note: Percents are rounded independently and may not add to totals. 4 Total excludes 0.36 tuberculosis beds per 1,000 population. No addi- 
tional tuberculosis facilities are proposed, 
Source: State of California, Department of Mental Hygiene, Statistical Research 
Bureau. Note: Excluded are Federal facilities and construction costs. 
Journal of American Hospital Association, Hospitals, Guide Issues, Existing ratios are based on beds in use and under construction. 
August, 1959. Recommended ratios are those suggested by Governor's Committee on the 





State of California, Department of Public Health, Bureau of Hospitals, 


for Hospitals, 1960-1961 Study of Medical Aid and Health in California. 
California State Plan for Hosp 2 . 


Source: State of California, Department of Finance, Budget Division, Population 
Estimates. 
State of California, Department of Public Health, Bureau of Hospitals, 
California State Plan for Hospitals, 1960-1961. 































Table 3 
NUMBER OF FACILITIES AND BEDS IN USEL 


BY CATEGORY AND TYPE OF OWNERSHIP IN CALIFORNIA 
MARCH 15, 1960 


r rn oe 


































































FEDERAL 
FEDERAL) STATE COUNTY DISTRICT PROPRIETARY LS NONPROFIT | NONMILITARY 
Facil- Facil- Facil- Facil- Facil- Facil- Facil- 
ities Beds ities Beds | ities Beds | ities | Beds | ities Beds | ities Beds | ities Beds 
Total 17 7,709 78 25,620 57 3,764| 1,106 | 31,808) 258 28,990 11 10,3h7 
General 2 786| 52 | 10,509} 57 | 3,705} 185 | 8,091) 191 2h,799 6 4,915 
i" Tuberculosis = =i. tL 4,858 - - - 43} 2 293 2 1,035 
Psychiatric 35,550 - 816 - -| 167 | 6,34 5 138 3 4,397 
Mentally Retarded? e473 = ne =| 135 | 1,869) = Bis = 
Long-Term Care - 15 9,437 - 59 619 | 15,465] 60 ad a a 
: aS! Bt oe, Bl be ee 
¢ 
{ Excludes beds under construction. 


2 Includes facilities for emotionally disturbed children. 


Long-term care included in general facilities. 
Note: Does not include military and institutional facilities. 
Source: Journal of American Hospital Association, Hospitals, Guide Issues, Part II, August, 1960, pp. 384-385. 


State of California, Department of Mental Hygiene, Statistical Research Bureau. 
State of California, Department of Public Health, Bureau of Hospitals, California State Plan for Hospitals, 1960-1961. 
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Table 


ESTIMATED COSTS FOR HOSPITAL INPATIENT SERVICES 
CALIFURNIA, 1958-59 




































































——— ~ 
ESTIWATED 
AVERAGE ESTIMATED 
CUST PER PATLENT ESTIMATED | PERCENT OF Table 5 
PATIENT DAY DAYS TOTAL CUSTS| TUTAL COST 
4 < HOSPITAL CONSTRUCTION, NUMBER OF BEDS BY CATEGORY 
Total 43,499,483 |$749,200,000] 100.0 CALIFORNIA, 1950-1960 
Nonfederal 40,027,603 | 685,200,000 91.46 
YEAR 
ek sisted: mai al | as ie ad (8 a Sele Mise, TUBERCULOSIS | PSYCHIATRIC! | LONG-TERM 
Commanity? $0 8,854,653 | 354,200,000] 47.28 
County 30 2,803,274 | 84,100,000 alee? Total 64,813 | 28,148 1,408 17,828 17,h29 
2 
Tuberculosis 1,468,331 23,600,000 3.15 Proposed 1,886 3,275 
Commanity? 17 73,865 | 1,300,000 0.17 ey er ie 
County 16 1,394,466 | 22,300,000 2.98 eee aL Ae 
, 
Psychiatric 19,551,345 | 138,000,000] 18.2 ee - ay : es 
’ ’ 
General Hospitals 30 25,1400 7,400,000 0.99 
State 6 16,901,325 | 101,400,000 13.53 rae a 1,000 
Private 2,404,620 | 29,200,000 3.90 9 2,964 740 
Short-term treatment 25 484,720 | 12,100,000 1.62 pel 110 1,308 
Long-term 10 1,489,200 | 14,900,000 1.99 ee aie agit 
Mentally retarded 0, 700 2,200,000 0.2 ’ ’ 
n y re 5 430,7 3200, 9 1960* 760 L210 
Long-Term 7,350,000 85,300,000 11.39 
* 
Community? 12 4,400,000 | 52,800,000 7.05 From January 1, to March 15, 1960. 
Count; am 2,950,000 2,500,000 : 
Fern 290s vesaiabte Wek 1 Excludes beds for mentally retarded and Federal facilities. 
Federal 3,471,860 64,000,000 8.54 2 Includes projects which have received grants of Federal 
and State funds, and other projects for which plans and 
General Hospitals 23 1,603,080 37,000,000 h.9h specifications have been approved by the California State 
Tuberculosis 21 333,610 7,000,000 0.93 Department of Public Health as of March 15, 1960. 
Psy chiatri 13 iy 190 | 20,000,000 2.6 
tee a 9223949 aes i Source: State of California, Department of Public Health, Bureau 
¢ of Hospitals, Hospitals for California, July, 1960. 
i Community includes voluntary nonprofit, proprietary, city, 
hospital district, and University of California hospitals. 








Note: Average costs per patient day are conservative estimates based 
upon available information. The total costs are rough estimates 
rounded to the nearest $100,000. 


Source: Journal of American Hospital Association, Hospitals, Guide Issues, 
Part II, August 1, 1960. 
State of California, Department of Public Health, Bureau of 
Hospitals, California State Plan for Hospitals, 1960-1961. 








Table 6 


ESTIMATED GENERAL HOSPITAL BED NEED} 
BASED UPON 75 PERCENT OCCUPANCY 
CALIFORNIA 1950-1959 











BEDS PER 1,000 


Need 

YEAR? BE)S NEEDED Based Upon 

EXISTING | 75 PERCENT 75 Percent | ESTIMATED 
OCCUPANCY isti POPULATION? 


1950-1951 2h, 548 32,730 10,438,000 
1951-1952 | 25,095 33,459 Z 10, 681,000 
1952-1953 | 25,57 3h, 098 11, 299,000 
1953-195 | 25,880 34,506 11, 748, 000 
1954-1955 | 26,382 | 37,463 35,175 . 12, 254, 000 


1955-1956 27,900 38,701 37,199 12,699,000 
1956-1957 30,178 40,457 40, 236 13, 260,000 
1957-1958 | 31,704 | 41,955 42,271 13,869,000 


1958-1959 31,940 43,885 2,586 14,432,000 

















1 Acute short-term beds only. 
Calendar year for comunity hospitals; fiscal year ended June 30 
for county hospitals. 

3 July 1 estimate, beginning each fiscal year 1950-1958, State 
Department of Finance. 


Source: State of California, Department of Public Health, Bureau of 
Hospitals Records. 
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